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ABSTRACT 
 
This thesis focuses specifically on the transmission of bad news from doctors to 
patients and their families in the context of a hospital oncology department.  It uses 
awareness context theory as a basis for exploring communication between patients 
and health care professionals, particularly when the information to be disclosed is 
sensitive and will have a significant bearing on how people perceive their future.  In 
order to enhance clinical practice, senior health care professionals in particular, have 
in the past been encouraged through government policy and professional legislation 
to attend communication skills courses to develop the way they communicate and 
interact with patients.  Yet, in spite of these interventions evidence suggests that 
doctors and other health care professionals still find it difficult to negotiate sensitive 
and emotionally challenging discussions, and frequently question whether or not 
patients are aware and understand the information disclosed to them and whether or 
not information provided meets the needs and expectations of patients.  
 
The premise of this research is that more attention needs to be given to how other 
more reflective and experiential professional development approaches and 
techniques might help doctors communicate better with their patients when 
disclosing sensitive information and bad news.  In order to do this however, a better 
understanding is needed about what is going on in consultations and how each of 
the individuals involved experience and make sense of these interactions.  It is 
SURSRVHGWKDWLQRUGHUWRXQGHUVWDQGµUHVXOWLQJLQWHUDFWLRQV¶PRUHIXOO\LWLVQHFHVVDU\
to explore and compare the multiple perspectives of doctors, patients and others; 
including relatives and nurses.  This thesis seeks to do this in an innovative way by 
reporting research, which involved observing and recording consultations between 
doctors and patients and their relatives and then conducting in-depth interviews with 
such people in order to explore their own insights into this process.  In total, 115 
episodes of data were collected and analysed from 16 patients and 16 doctors.   
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The insights gained from this study are presented in relation to two main analytic 
themes; Doctors and Patients Acting their Parts, and Sharing Uncomfortable News.  
The data analysis highlighted a number of approaches used by patients and doctors 
to manage and control their interactions within the medical consultation.  The 
implications of the study findings are discussed in relation to both wider theoretical 
perspectives and ideas for how doctors working in such settings could be assisted to 
consider alternative strategies for these aspects of their work.     
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Chapter One 
Introduction 
 
1.1 Introduction 
 
This study considers the way doctors and patients who have been diagnosed with an 
advanced incurable cancer, interact with each other during medical consultations 
when talking about sensitive issues and dealing with bad news.  Receiving a cancer 
diagnosis may be one of the most devastating pieces of news a patient and their 
family may hear.  With this in mind, doctors and other health care professionals have 
been made increasingly aware of the need to improve the way they interact and 
communicate effectively with patients.  However Mechanic (1998) asserts that: 
 
µ'HVSLWH XQLYHUVDO UHFRJQLWLRQ RI WKH LPSRUWDQFH RI FRPPXQLFDWLRQ WKH
GHPDQGV RI PHGLFDO HGXFDWLRQ DQG SUDFWLFH W\SLFDOO\ UHVXOWV LQ SK\VLFLDQV¶
paying less attention to their communication skills than to what are 
FRPPRQO\YLHZHGDVPRUHSUHVVLQJPHGLFDODQGHFRQRPLFFRQFHUQV¶ 
(Mechanic 1998:281) 
 
This statement suggests that the application of communication skills within clinical 
practice can be problematic and as such effective communication between doctors 
and patients can be compromised.  Disclosing bad news and talking about sensitive 
issues has been identified as a difficult issue for health care professionals and 
doctors in particular (Fallowfield 1997; Maguire 1999; Innes and Payne 2009).  
Responses to date have primarily focused on communication skills training, but 
these approaches have limitations as some doctors have found it difficult to transfer 
and / or sustain what they have learnt on courses, to real life situations with patients 
in clinical practice (Fallowfield and Jenkins et al. 2002a).   
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It has been suggested that this may in part be because many patients do not 
necessarily interact in a predictable manner and emotional responses and reactions 
from patients and their relatives may be difficult to manage (Buckman 1984).  When 
faced with emotional responses, there is evidence to suggest that some health care 
professionals may try and take care of their own emotional needs as a form of self 
protection, rather than meet the emotional needs of others (Anderson 2000).  As 
such health care professionals may risk compromising the quality of their 
LQWHUDFWLRQVZLWKRWKHUVDVWKH\IDLOWRHQJDJHZLWKSDWLHQW¶VQHHGVDQGFXUUHQWVWDWH
of awareness as to what is happening to them.  In order to try and understand some 
of the tensions experienced by many doctors in relation to how they communicate 
and interact with their patients, consideration needs to be given to the awareness 
context of those involved along with the social interactions that are occurring as well 
as what is actually being communicated.  
 
The premise of the research presented in this thesis is that more attention needs to 
be given to how other more reflective and experiential professional development 
approaches and techniques might help doctors communicate better with their 
patients when disclosing sensitive information and bad news.  In order to do this, 
however, we need to have a better understanding from doctors, patients and 
relatives about what is going on in consultations and how each of the different 
individuals involved experience and make sense of these interactions.  I seek to do 
this in an innovative way by observing and recording consultations between doctors 
and patients and their relatives and subsequently obtaining the perspectives of those 
involved using in-depth interviews.  Through this study I reveal the struggles, 
concerns and issues faced by some doctors as well as the techniques they already 
use to manage this aspect of their work.  The knowledge I generate through this 
study also builds on the literature to demonstrate how the disclosure of information 
does not necessarily lead to a realistic and open awareness, and reveals some of 
the reasons why this may be the case.   
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1.2 Setting the Scene ± Personal Reflections 
 
A combination of circumstance and experience contributed to my decision to 
undertake this particular study.  As a senior nurse, working within an Oncology 
clinical trials team, situated within a large NHS Trust Hospital, I had a close working 
relationship with a number of doctors; as we were each involved in the care and 
management of patients entering into phase I clinical trials.  A team approach was 
adopted within this clinical setting, whereby people worked alongside their 
colleagues to manage, organise and deliver care to patients, yet the majority of 
information given to patients about their diagnosis, prognosis and treatments, was by 
their doctors in the medical consultation.  During these encounters, complex 
decisions were frequently made about how, what and when sensitive information 
and bad news should be disclosed to people diagnosed with an advanced incurable 
FDQFHU  'HFLVLRQV ZHUH DOVR LQIRUPHG E\ WKH GRFWRU¶V SHUFHSWLRQ RI WKH SHUVRQ¶V
prior knowledge and understanding of their illness and their need or desire to receive 
further information.  In addition to this, I was often able to share my knowledge and 
any concerns I may have of the patient with the doctor, as my clinical role afforded 
me the opportunity to spend a longer period of time talking with the patient prior to 
and proceeding the medical consultation.   
 
During conversations with patients it was not uncommon for them to share 
information that made me question their understanding of their situation and to 
question what they had or had not been told by their doctors.  If I was not present in 
the medical consultation, I was not always informed of the discussion that had taken 
place.  As such I needed to be guided by what the patient told me until such a time 
when I could talk to the doctor to seek clarification.  The following provides an 
account of a situation which made me feel uncomfortable and uncertain about how I 
should respond to a comment made by a patient.  The name of the patient has been 
changed to ensure anonymity. 
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Mrs Smith was being reviewed regularly to monitor the effects chemotherapy was 
having on her cancer and her latest scan results indicated that her cancer had grown 
slightly.  The doctor relayed this information to Mrs Smith and explained that at the 
moment they did not need to make any decisions but forecasted that they may need 
to have a conversation about stopping active cancer treatment in the near future.  
During my conversation with Mrs Smith following this consultation I was not certain 
that she had fully understood the implications of what she had been told.  Although I 
tried to clarify and summarise things for her, I was not convinced that she had 
understood PH  2Q 0UV 6PLWK¶V QH[W YLVLW WR WKH FKHPRWKHUDS\ VXLWH , UDLVHG P\
concerns with her doctor prior to the medical consultation.  The doctor assured me 
that she would speak to Mrs Smith again to try and prepare her for what was likely to 
occur in the forthcoming months.  On this visit, circumstances prevented me from 
joining them in the medical consultation, so I did not know what had been discussed.  
As I sat talking to Mrs Smith following her consultation with the doctor, I expected 
her to ask me some difficult questions for which I was prepared to answer.  Instead 
she appeared calm and relaxed and told me that since she had last seen me she 
had booked a dream holiday for the following year.  My reaction was a mixture of 
bewilderment and concern.  I knew that there was a very significant chance that she 
would not live long enough to go on this holiday.  I did not know how to respond to 
her as she appeared to be so excited. I thought an appropriate place to begin was by 
asking her if she had mentioned this trip to her doctor.  She said that the doctor 
hoped that she would feel well enough to enjoy her holiday.  This response came as 
a surprise and made me even more uncertain about how I should respond to her.  In 
addition I felt that I had been placed in a very difficult position, which may have been 
alleviated if I had received some feedback from the consultation.  Mrs Smith did not 
live long enough to go on this holiday.   
 
This and other related experiences arising in clinical practice were quite frequent and 
made me wonder what actually happened in the medical consultation.  Despite 
assurance that 0UV6PLWK¶VGRFWRUZRXOGWU\DQGSUHSDUHKHUIRUZKDWZDV OLNHO\ WR
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happen in the forthcoming months, I found myself in a situation whereby I was 
uncertain about what had and had not been communicated in the consultation and 
did not know how to respond to Mrs Smith in those few moments.  Had Mrs Smith 
and her doctors actually had this conversation, or was it a case that Mrs Smith was 
unable to listen to or comprehend what she was being told? or was Mrs Smith trying 
to ascertain my reaction to test whether or not she was being given consistent 
information?  As I sat with Mrs Smith I did not know the answer, yet felt that I needed 
a deeper understanding in order to support her further.    
 
In sharing my concerns with a number of doctors they described how it was often 
difficult to negotiate sensitive and emotionally challenging discussions and frequently 
questioned whether or not (a) patients were aware and understood the information 
that they had been given (b) whether or not they had communicated this information 
to them in an appropriate manner; and on occasion would turn to nursing staff to ask 
for feedback.  In addition to this, some doctors (both senior and junior) expressed 
FRQFHUQ WKDW WKH\GLGQRWNQRZKRZSDWLHQWV¶SHUFHLYHG WKHLU LQWHUDFWLRQVDQGZHUe 
not always clear about what their patients wanted from them and whether or not they 
PHWWKHLUSDWLHQWV¶H[SHFWDWLRQV7KHVHGLOHPPDVFRQVWLWXWHWKHSULPHIRFXVIRUP\
research and explain why I as a nurse practitioner was especially interested in 
doctorV¶ UROHV LQ VXFK VLWXDWLRQV  0\ PDMRU LQWHUHVW ZDV WR XQGHUVWDQG GRFWRUV¶
behaviours better and to reflect upon possible professional development activities 
which could inform the complex dynamics and working relationships between 
nurses, doctors and patients.  Although we worked alongside each other, fulfilling 
our various nursing and medical roles to manage, prescribe, organise and deliver 
patient care, there was still a need to enhance team working, to try and prevent 
difficult situations arising before, during and after consultations with patients.   
 
1.3  Background to the Study 
The fear induced by the mention of the word cancer is considerable.  Despite vast 
improvements in the past 15-20 years in the way people are treated and cared for; 
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cancer remains one of the most feared diseases of our time (Murray and McMillan 
1993; Beach et al 2005; Cancer Research UK 2007a; Richards 2007).  Cancer is 
perceived by many as a life threatening illness.  This perception of the disease is not 
surprising when one considers that in 2005 cancer accounted for approximately 7.6 
million deaths worldwide (World Health Organisation 2006).  However, due to the 
national cancer programme, mortality figures in the UK are continuing to fall, 
(Department of Health 2009), but because people are living longer, it means that in 
reality; nearly every one of us will be touched by cancer in some way.   
 
When people become ill or routine investigations identify something suspicious, they 
will undergo a series of diagnostic investigations to try and ascertain what is wrong 
with them.  From a clinical perspective it is necessary once a diagnosis of cancer 
KDV EHHQ FRQILUPHG WR FRQVLGHU WKH µVWDJH¶ RI WKH FDQFHU  6WDJLQJ SURYLGHV YLWDO
information about the growth of the cancer and identifies whether or not it has 
spread to other areas in the body.  The chance of cure is increased if the disease 
remains within a local or regional area.  In contrast, the chance of cure is 
significantly reduced if the cancer has advanced in growth and disseminated 
(metastasised) to other organs within the body (Bosman 2006).  In the latter case, 
patients are diagnosed with an incurable cancer and their prognosis is generally 
considered in months rather than years.  These people will face many challenges in 
a relatively short period of time and their perception of their future life is likely to 
change dramatically. 
 
How one communicates this news to patients has come under considerable scrutiny 
over the years.  Fundamentally, there is no easy way to deliver bad news to people 
because of the nature of the information the patient is about to receive.  Yet, the way 
in which it is delivered can have significant consequences on the way patients 
receive and understand the information and how they perceive their relationship with 
WKHLU GRFWRUV  )URP WKH GRFWRUV¶ SHUVSHFWLYH GLVFORVLQJ EDG QHZV WR SDWLHQWV KDV
been identified as one of the most difficult dilemmas they face (Buckman 1984).  In 
  
7 
 
the past, there was a tendency for many doctors to avoid telling patients they had 
cancer as a way of trying to protect them from distressing information (Taylor 1988; 
Fallowfield 1993).  Moreover, reports indicate that some doctors have also been 
known to protect themselves from potentially difficult and emotionally challenging 
conversations with patients during medical consultations, by choosing not to disclose 
diagnostic and prognostic information (Richards 2007).   
 
In addition, the dominance of impersonal hospital regimes has also been influential 
in determining whether or not bad news was disclosed to people.  Glaser and 
6WUDXVV¶V  FODVVLF DQG LQIOXHQWLDO VWXG\ RI Awareness of Dying showed how 
health care professionals frequently controlled or manoeuvred situations whereby 
they did not have to disclose information to the patient that they were dying; some 
patients would instead look for cues in an attempt to confirm their suspicions.  In her 
study to address the issue of what physicians tell patients, Taylor (1988) also found 
that a number of doctors tended to act DVµJDWHNHHSHUV¶RILQIRUPDWLRQ 
 
In Glaser and Strauss (1965) study, many doctors were reported as thinking it was 
QRWDOZD\VQHFHVVDU\RULQWKHSDWLHQWV¶EHVWLQWHUHVWVWRGLVFORVHWKHIXOOGHWDLOVRID
SHUVRQ¶VLOOQHVV  As a way of controlling what they did say they often applied routine 
procedures through their interactions, regardless of the needs of the individual sitting 
before them.  The work of Glaser and Strauss (1965) and subsequent researchers 
would also suggest that some doctors were unwilling to disclose diagnostic 
information for fear of patients asking them questions, especially if the patient had a 
poor prognostic outlook for fear that disclosing the truth may be too distressing and 
destroy any hope for a positive outlook (Glaser and Strauss 1965; McIntosh 1974; 
Roter and Hall 1993; Fallowfield and Jenkins et al. 2002a, Maguire and Pitceathly 
2002).   
 
However, in the recent past much attention has been focussed on moving away from 
VXFK µSDUWHUQDOLVWLFSUDFWLFHV¶ LQ IDYRXURI IDFLOLWDWLQJ DFXOWXUHRI µRSHQDZDUHQHVV¶ 
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In the clinical setting and in the way health care professionals, and especially 
doctors interact with their patients. 
 
Senior doctors and nurses are now encouraged to be open and honest with patients 
when presenting information pertaining to diagnosis, prognosis and treatment 
options (Department of Health 2009).  Various reasons have been proposed to 
explain why an open awareness culture came to be.  The growing awareness of 
SDWLHQWV¶ULJKWVIRULQIRUPDWLRQDERXWWKHLUKHDOth care over the past 40-50 years or so 
means that a move  towards open disclosure is necessary to ensure that people 
understand what is happening to them so that they can make plans and informed 
decisions about their future.  As such this change in awareness has been influential 
in a number of policies and procedures which govern health care and professional 
development within the United Kingdom (Department of Health 2000; National 
Institute of Clinical Excellence 2004; Department of Health 2007; Department of 
Health 2009).  From a broader sociological perspective, this change has implications 
for the way the traditional relationship between doctors and patients is perceived and 
acted upon (Light 1995; Timmermans 2005), in essence attempting to reduce the 
inequalities of knowledge and power which have existed between doctors and 
patients.   
 
Although much is known about the benefits of effective communication and how it 
plays a central feature in the formation of the therapeutic relationship between 
doctors and patients (Balint 1965; The 2002), questions of effective communication 
are still critical and worthy of attention.  There are clear indications that problems 
exist in terms of how well many doctors and patients interact with each other.  This is 
demonstrated in the number of complaints made against the NHS about 
communication related issues (Pincock 2004; Citizens Advice Bureau 2006).  
3UREOHPVFDQDULVH LI WKHSDWLHQWDQGGRFWRUKDYHGLIIHULQJDJHQGD¶VRU WKHSDWLHQW
feels that bad news has been communicated to them insensitively (Brown and 
Crawford et al. 2006).  Despite the developments which have taken place in relation 
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to communication in health care settings, there is evidence to suggest that although 
there is a greater tendency to disclose diagnostic information (Innes and Payne 
2009) the disclosure of prognostic information has not necessarily improved, 
particularly if the prognostic outlook is poor (Hagerty and Butow et al. 2004).   
 
A major emphasis has been placed on trying to improve the way doctors 
communicate information, and much of the literature has focused on the way 
GRFWRUV¶ FRQWURO DQG PDQDJH WKH GLVFORVXUH RI LQIRUPDWLRQ  +RZHYHU LW KDV EHHQ
VXJJHVWHGWKDWLWLVWRRµVLPSOLVWLF¶WRDVVXPHWKDWMXVWEHFDXVHLQIRUPDWLRQKDVEHHQ
disclosed to a patient that this leads to a state of open or realistic awareness (Innes 
and Payne 2009).   
 
1.4   Research Aim, Objectives and Design 
 
The purpose of this study was to investigate the experiences of patients diagnosed 
with advanced incurable cancer and the doctors who conducted their medical 
consultations, particularly in relation to talking about sensitive issues and dealing 
with bad news.  The objectives and design features of this study were influenced by 
WKH µDZDUHQHVV FRQWH[W¶ WKHRU\ LQLWLDOO\ Geveloped by Glaser and Strauss in the 
¶V DQG WDNLQJ LQWR DFFRXQW WKH VXEVHTXHQW PRGLILFDWLRQV SURSRVHG E\
Timmermans and Mamo in the 1990¶V  This theory offered a theoretical framework 
for undertaking this research and offered an opportunity to build upon existing theory 
by exploring the multiple and combined perspectives of doctors and patients and 
their relatives, at a much deeper level, as they interacted with each other and 
communicated information within an Oncology setting.  An interdisciplinary 
approach, drawing on sociology, health and education disciplines and knowledge 
bases has been applied to this study.  The data generated is used to inform how 
clinical practice may be improved through the incorporation of the learning from such 
experiences LQWR DQ LQGLYLGXDO¶V FRQWLQXHG SURIHVVLRQDO GHYHORSPHQW  To this end 
the research objectives were purposefully broad in order to facilitate an open-ended 
inquiry: 
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1. To observe and examine how doctors and patients manage and 
control the disclosure and receipt of sensitive information and bad 
news in an Oncology outpatient setting. 
 
2. To explore the feelings associated with dealing with sensitive 
information and bad news, when patients are first referred to the 
Oncology department and as they progress through their illness. 
 
3. 7R H[DPLQH KRZ WKH FRQFHSW RI µDZDUHQHVV FRQWH[WV¶ FDQ KHOS
understand the perspectives of both doctors and patients in the 
FRQVXOWDWLRQDQGH[SORUHWKH LPSDFWDQG LQIOXHQFHDQ LQGLYLGXDO¶VRZQ
awareness context has on the consultation experience.. 
 
4. To critically reflect upon doctor-patient communication in such 
VLWXDWLRQV ZLWK D YLHZ WR FRQVLGHULQJ IXWXUH VWUDWHJLHV IRU GRFWRUV¶
continuing professional development. 
 
I wished to explore key aspects of doctor and patient interactions, from various 
perspectives, to explore the meaning individuals attribute to their experiences; to 
explore the changing nature of social interactions as doctors and patients meet on 
various occasions; to explore the nature of relationships particularly within the 
context of disclosing and sharing sensitive information within an Oncology setting 
which may have some influence on changing awareness and be consequential to 
future interactions.  I also wished to reflect upon the data generated through this 
study to e[SORUH LI WKLV GDWD FDQ LQIRUP WKH ZD\ ZH SURFHHG WR LPSURYH GRFWRU¶V
communications and interactions with their patients (and relatives); to explore where 
there is a need to focus efforts in order to make a positive contribution to future 
professional development in this area.  In addition to this, there is a need to consider 
what lessons can be learnt for the broader health care team in relation to their 
interactions with patients, relatives, and colleagues.   
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In thinking more critically about the context of communication and the way 
interactions are played out, a qualitative approach incorporating observation and 
semi-structured in-depth interviews was chosen in order to capture and explore the 
expectations, knowledge and agendas participants bring to the consultation which 
may shape the way doctors and patients interact with each other, as well as 
exploring their combined perspectives of experiences within medical consultations.  
The study was undertaken with 16 patients who were attending an Oncology 
outpatient department and 16 doctors working within the same Oncology department 
of a large NHS Trust.  Where possible, patient consultations were observed and 
audio recorded on more than one occasion and as such some patients were 
interviewed on more than one occasion  
 
1.5  Thesis Outline 
 
Within this thesis a review of the literature is presented, focusing on key issues 
central to the present study and proceeds to describe the methodological issues and 
the process of conducting this study, including sampling, recruitment, methods of 
data collection and analysis.  The themes that have emerged out of this work; 
Doctors and Patients Acting their Parts and Sharing Uncomfortable News ± offer an 
account of the ways doctors and patients approach and experience consultations; 
highlight the multifaceted nature of the doctor and patient relationships within the 
cancer setting and draw attention to the way they negotiate and share knowledge 
with each other and how this informs their interactions with each other; and shows 
that not only professionals the awareness context but patients do too.  In addition, 
the findings bring light to some of the concerns and struggles faced by doctors and 
their need for additional support to help enhance their professional development.  
Finally, the main issues raised throughout this study are considered in relation to 
their contribution to existing knowledge and the implications of these findings for 
professional development are presented.  
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Chapter Two 
Literature Review 
 
2.1  Introduction 
Doctors and patients generally come face to face within the medical consultation.  
Yet it is only in the past 50 years or so that these encounters have come under the 
close scrutiny of, for example, sociologists, health care personnel and 
educationalists (Brown, Crawford et al. 2006).  The way doctors and patients interact 
and form relationships with each other within this context are inherently complex and 
it is recognised that there is a need for doctors to develop supporting and trusting 
relationships with patients and their families (Hagerty, Butow et al. 2005).  The 
development of such relationships is seen as particularly important when disclosing 
bad news about a life threatening illness (Silverman, Kurtz et al. 2005).   
 
Disclosing bad news about a life threatening illness has, however been identified as 
a difficult issue and many doctors do not find this information easy to communicate 
(Buckman 1984; Maguire and Faulkner 1988b; Maguire 1999; Faulkner and Maguire 
2001; Silverman, Kurtz et al. 2005) and patients do not find it easy to receive (Faull, 
Carter et al.2005).  As such the two way exchange and receipt of information can be 
difficult for all concerned.  These difficulties are frequently characterised by 
apprehension and avoidance of difficult conversations and misunderstandings 
between patients, their families and health care professionals (Glaser and Strauss 
1965; The 2002; Sinclair 2006). 
 
As the nature of the doctor and patient relationship evolves, there is a growing need 
to understand how they interact when sharing sensitive information and bad news, 
taking into account various perspectives and motivations for behaving in a particular 
manner. This can be explored further by considering for example, what shapes 
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doctor and patient encounters; how doctor-patient relationships have evolved; how 
information exchange can be controlled, shared and explored; how various forms of 
protection and self preservation are used to help doctors, patients and their relatives 
manoeuvre difficult and often challenging junctures, which arise when faced with a 
life threatening illness. 
 
In an attempt to help develop this aspect of clinical practice, recommendations have 
been made from a body of evidence to support the need for doctors and other health 
care professionals to improve the way they interact and communicate with patients 
by attending communication skills courses (Department of Health 2000; National 
Institute of Clinical Excellence 2004).  This literature is considered further in the later 
stages of this chapter.  In addition to this, the review builds on this literature to 
consider the more complex nature of learning from several theoretical perspectives, 
including communication skills education, experiential learning, communities of 
practice and reflection and reflective practice.  The purpose of presenting these 
perspectives is to explore the potential barriers to effective communication.  I intend 
to do this - both from my own and others personal experiences and reflect on those 
in relation to some critical factors which will need to be contextualised within 
complex social situations.  Above all I want to consider the value of learning from 
real life clinical situations.  I recognise that although these perspectives will be 
presented as discrete views, they do not exist independently of each other as there 
are clear overlaps between each of them.   
 
Various steps were taken to ensure a comprehensive systematic retrieval and review 
of the literature was undertaken, to meet the aims and objectives of this study.  This 
was an interdisciplinary study which exposed me to nursing, sociological, health and 
education literatures.  I needed to take advice and guidance from others who had 
relevant experience and expertise of working in these disciplines to help guide my 
search of the literature.  Experienced others included my supervisors, a senior 
research fellow and medical sociologist, who directed me towards original theories 
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and empirical sources of data that included key literatures pertaining to awareness 
contexts, communication in health care, social interaction and communication skills 
development.  A sub set of literature and empirical evidence to ensure a broad 
spectrum of issues relating to the format of the medical consultation and the 
formation and qualities of the therapeutic relationship between doctors and patients 
were also searched to help contextualise the problem this study seeks to address.   
 
My approach to systematically searching the literature was based principally on the 
use of computer based search engines including: ASSIA (Applied Social Sciences 
Index and Abstracts), BMJ (British Medical Journal), Cochrane Library, Google 
Scholar, Department of Health Publications Library, General Medical Council, JAMA, 
Ovid Online, PubMed, Sage Journals Online, Science Direct, SwetsWise and Wiley 
Inter Science.  In addition, journals which I considered to be relevant to this research 
study were scanned and browsed to pick out any key articles that may not appear in 
the published literature (Saunders and Lewis et al. 2009).  
 
7KH VHDUFKHV ZHUH SUHGRPLQDQWO\ SHUIRUPHG IURP WKH ¶V RQZDUGV WR LQFOXGH
significantly similar, relevant and up to date materials.  A mass of resources was 
retrieved, some of which were considered relevant or irrelevant in terms of whether 
or not they met the objectives of this research (Hart 2005).  The search strategy was 
at times broad and then narrowed down as parameters became more defined.  
Searches were conducted using a number of terms including; advanced cancer, 
awareness, awareness contexts, communication, interactions, cancer, decision 
making, diagnosis, prognosis, emotions, emotional labour, patient preferences for 
information, doctor preferences for communication and information disclosure, 
patient centred care, paternalism, doctor-patient relationships, self awareness, self 
efficacy, continued professional development, reflective practice, experiential 
learning, communities of practitioners, communication skills training, and 
professional development.  When new concepts failed to emerge, and when I 
became familiar with the names of authors cited in publications I believed that this 
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was a good indicator that I was reaching a point of saturation (Beyea and Nicoll 
1998).   
 
2.2  Framing the Research Theoretically 
Through this study I set out to investigate the experiences of patients diagnosed with 
advanced incurable cancer and the doctors who conducted their medical 
consultations, particularly in relation to talking about sensitive issues and dealing 
with bad news.  The purpose of this chapter is to frame this research within a 
relevant theoretical context.  This is predominantly achieved in relation to 
µDZDUHQHVVFRQWH[WWKHRU\¶ZKLFKZDVRULJLQDlly developed by Glaser and Strauss in 
WKH¶V 
 
Glaser and Strauss (1965) studied the process of dying in six hospitals within the 
San Francisco Bay area of the United States.  During this work they became 
intrigued by the fact that more often than not, people were often unaware of the fact 
they were dying.  In contrast, hospital personnel and family members were more 
likely to have this awareness.  To try and understand this phenomenon further, 
*ODVHU DQG 6WUDXVV  DQDO\VHG KRZ µVWUXFWXUDO FRQGLWLRQV¶ LQFOXGLQJ
organisational secrecy, resulting interactions and changes in awareness impacted 
on the way people interacted with each other within the hospital setting.  Glaser and 
Strauss (1965) focused on the knowledge of dying and the management of, and 
willingness to share this knowledge through social interactions between, patients, 
relatives and health care professionals (Mamo 1999; Hellstrom and Nolan et al. 
2005).  Awareness, was defined as, 
 
µ:KDWHDFK LQWHUDFWLQJSHUVRQNQRZVRI WKHSDWLHQW¶VGHfined status, along 
ZLWKKLVUHFRJQLWLRQRIWKHRWKHUV¶DZDUHQHVVRIKLVRZQGHILQLWLRQ¶ 
(Glaser and Strauss 1965:10) 
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From their findings, Glaser and Strauss (1965) were able to identify four main types 
of awareness contexts; three of which reflected a tacit unspoken consensus of 
silence: 
 
Closed Awareness: The dying person is unaware that they are dying but 
others including their family and friends and those 
caring for them are aware, but may not necessarily 
choose to talk about it. 
Suspected Awareness: The patient has an idea that all is not well but does 
not necessarily have their suspicions confirmed 
through open dialogue, instead they are on their 
JXDUG WR ORRN IRU FXHV LQ DQRWKHU¶V EHKDYLRXU WR
confirm their suspicions. 
Mutual Pretence Awareness: The patient, relatives and health care professionals 
know that the patient is gravely ill, but do not talk 
about this openly with each other. 
Open Awareness:  The patient and health care professionals are aware 
of impending death and openly acknowledge this 
with each other through their interactions. 
 
In Awareness of Dying Glaser and Strauss (1965) describe how doctors and nurses 
frequently controlled the way information was disclosed and shared with people who 
are dying.  At this time it was not uncommon for patients to die within a closed 
awareness context.  Glaser and Strauss (1965) illustrate how the issue of what and 
how much information to disclose to patients was not of concern to some doctors as 
WKH\ WRRN WKH DSSURDFK WKDW LW ZDV LQ WKH SDWLHQW¶V EHVW Lnterest to conceal the full 
extent of the truth from them and withhold information (Maguire 1985).  
 
For example, silence was used to keep the knowledge of certain death from patients 
and knowledgeable relatives were, at times, made collaborators of this silence 
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(Mamo 1999).  While some may suggest that this approach was used with the best 
of intentions to try and protect the patient from the emotional burden of this 
NQRZOHGJH DQG WR SURWHFW WKH GRFWRU¶V WKHUDSHXWLF UHODWLRQVKLS ZLWK WKH SDWLHQW
(Glaser and Strauss 1965; Silverman and Kurtz et al. 2005), others have been more 
FULWLFDO  ,QKLV UHYLHZ RI*ODVHUDQG6WUDXVV  ZRUNRI µ$ZDUHQHVVRI'\LQJ¶
Seale describes the behaviours of doctors presented throughout this study as 
engaging in, 
 
µMachiavellian complexities of deception and manipulation, coupled with a 
VRPHWLPHVVKRFNLQJSURSHQVLW\WRLQKXPDQHDFWV¶ 
(Seale 1999:198) 
 
A number of doctors were described as orchestrating a state of closed awareness by 
FUHDWLQJ µD ILFWLRQDO IXWXUH ELRJUDSK\¶ LQ UHVSRQVH WR SDWLHQW¶VTXHVWLRQV DERXW WKHLU
IXWXUH $GGLWLRQDOO\DQ LPSUHVVLRQRI µGRLQJVRPHWKLQJFDUH¶ZDVFUHDWHGZKHUHE\
some patients underwent surgery, or received palliative treatment, all of which were 
presented as curative to give the impression that all was being done to try and save 
WKH SDWLHQW¶V OLIH ZKHQ WKH\ ZHUH LQ IDFW G\LQJ 6HDOH   :KLOH 6HDOH 
describes this as an unforgiving act of trickery and deception, he recognises that it is 
difficult to judge such behaviour, as the motivations of and accounts of doctors in 
particular, were, in his view, not explored fully.  
 
Although, this study has come under some criticism, it is considered to be influential 
in terms of raising awareness about the process of dying within hospital, particularly 
at a time when people did not like to talk about death and dying (Timmermans 2007).  
$VZHOODVUDLVLQJWKHSURILOHRIGHDWKDQGG\LQJWKLVZRUNKDVDOVRµgiven rise to a 
VXEGLVFLSOLQHRIFRPPXQLFDWLQJEDGQHZVLQFOLQLFDOHQFRXQWHUV¶from which training 
programmes have been developed to help doctors and others develop their 
communication skills in breaking bad news (Timmermans 2007).   
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$OWKRXJKKHDOWKFDUHSUDFWLFH LVFRQVLGHUHG WR IDYRXUDQ µRSHQDZDUHQHVVFRQWH[W¶
which has been a significDQWFKDQJH IURPKHDOWKFDUHSUDFWLFH LQ WKH¶VZKHQ
Glaser and Strauss (1965) first developed their theory of awareness contexts, there 
is an extensive literature to suggest that the use of openness in health care practice 
can be contested (Field and Copp 1999: Salander and Spetz 2002; Hellstrom and 
Nolan et al. 2005).  In the context of dying, it is difficult to know if such disclosure is 
accomplished and if it is necessarily accepted or wanted by patients (Field and Copp 
1999).  Rather than impose infRUPDWLRQ RQ SHRSOH GXH WR DQ µidealistically based 
LQVLVWHQFH XSRQ WKH PRUDO DQG SUDFWLFDO YLUWXHV RI IXOO GLVFORVXUH¶ Field and Copp 
(1999:466) believe that a conditional open awareness be assumed, whereby health 
care professionals are encouraged to take D PRUH µSUDJPDWLF VWDQFH¶ WRZDUGV
meeting the information needs of their patients.  This point is elaborated on by 
Salander and Spetz (2002) who demonstrated the complex and often competing 
need for information of those diagnosed with brain tumours and their partners, 
whose states of awareness did not necessarily coincide.  Unfortunately, the 
experiences of doctors and other health care professionals in managing and / or 
acknowledging these encounters were not explored.  
 
In their critiques of the original awareness context theory, others including 
Timmermans (1994) and Mamo (1999) have noted that the primary focus of 
knowledge and a willingness to share knowledge does not take into account other 
factors which play a significant part in shaping awareness and impact on open 
awareness context.  As such modifications to the original context have been 
recommended.  For example, Timmermans (1994) felt that knowledge does not 
necessarily lead to awareness.  Using an introspective ethnographic approach, to 
interpret KLVUHDFWLRQVIROORZLQJKLVPRWKHU¶VWHUPLQDOGLDJQRVLV7LPPHUPDQV
provides a modification of the original awareness theory to incorporate the existence 
of emotions and cognitive ways of knowing.  He argues that being given information 
through an open awareness context, does not necessarily mean that people are able 
to grasp or retain what they are being told in an emotional crisis because emotional 
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reactions may interfere with the way they are able to process information.  This may 
ultimately have some bearing on their state of awareness as they may try and block 
out information, or question the accuracy of information given to them in an attempt 
to maintain hope (Timmermans 1994).  As a consequence of this, Timmermans 
(1994) believed that the context of open awareness proposed by Glaser and Strauss 
needed to be extended further to include 
 
Suspended Open Awareness: Patients and relatives in this context receive on 
several occasions an explicit diagnosis and 
sometimes even a prognosis but disregard this 
information because they may feel that it is false or 
overly pessimistic. 
Uncertain Open Awareness: The patient and their relatives may choose to 
disregard the negative aspects of information and 
hold on to the hope that things might work out better 
than expected.  
Active Open Awareness: When confronted with information, the patient and 
family accept the implications of the message and 
act on this accordingly. 
 
,Q7LPPHUPDQV PRGLILFDWLRQ WR WKHRULJLQDO WKHRU\ WKHDFWRI µNQRZLQJ¶ZDV
significant from both cognitive and emotional perspectives and helped determine 
what people chose to do with the information given to them by their doctors.  He 
concluded that in a time when open awareness was accepted within health care 
practice, 
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µfamily members and patients are powerful actors in the construction of an 
awareness context and that information does not necessarily lead to open-
awareness, but that the way patients and relatives emotionally cope with the 
WHUPLQDOLQIRUPDWLRQGHWHUPLQHVWKHNLQGRIRSHQDZDUHQHVVFRQWH[W¶ 
(Timmermans 1994:335) 
 
Although Mamo (1999) believed that Timmermans (1994) provided an important 
extension to the original awareness theory proposed by Glaser and Strauss (1965) 
LQ WHUPV RI LGHQWLI\LQJ DQ µRPLVVLRQ RI HPRWLRQDO FULVLV¶ GXULQJ WHUPLQDO LOOQHVV VKH
believed this extension of the theory did not go far enough.  She proposed that 
further modification needed to be made to the original awareness context theory to 
HQVXUH WKDW µHPRWLRQV DQG FRJQLWLRQV DUH HQWZLQHG¶ 0DPR   $OWKRXJK
Mamo (1999) believed that it was important to consider the way emotions influence 
the process of knowing, she believed that it was also necessary to explore the 
HPRWLRQDOµZRUN¶SHRSOHHQJDJHGLQZKLFKGHWHUPLQHGKRZWKH\UHDFWHGDQGDFWHG
upon the information they had been given to sustain a desired awareness context.   
 
To explain this further, Mamo (1999:33) explores through her introspective 
HWKQRJUDSK\KRZµawareness emerges and subsides in a complex web of emotions 
and cognition¶DQGVXJJHVWVWKDWSHRSOHFUHDWHWKHLURZQLQWHUSUHWDWLRQVDQGZD\VRI
managing their emotions as they face a critical juncture in their lives.  For example, 
she describes how, in the earlier phase of learning that a loved one was diagnosed 
with a terminal illness, the patient and family members did not ignore this information 
EXW FKRVH WR IRFXV RQ WKH µXQFHUWDLQW\¶ RI QRW XQGHUVWDQGLQJ DQG NQRZLQJ H[DFWO\
what this diagnosis meant and what might happen in the future, in order that they 
might be able to carry on living day to day.  This reaction has been observed in other 
empirical studies which have applied the theory of awareness (McIntosh 1977; 
Salander and Spetz 2002; Hellstrom and Nolan et al 2005).  In response to this 
evidence, Mamo (1999) considers whether or not an open awareness context is 
necessarily the best approach to use within the context of dying.  
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In summary, the original awareness context literature has provided an important 
foundation from which others have been able to modify the theory of awareness 
context to expand understanding of how emotions and emotional work are used by 
people to help them live through a crisis in their lives, particularly within an open 
awareness context.  As such, this theory has been extremely influential in health 
care to date, not only in its application to the study of death and dying but in other 
fields of health care, including the speciality of dementia care (Hellstrom and Nolan 
et al. 2005).  In addition, this work was influential in raising awareness about the 
importance of communication between health care professionals and patients, 
particularly when the information to be disclosed is sensitive and will have a 
significant bearing on how people perceive their future.   
 
0XFKRIWKHµDZDUHQHVVFRQWH[WWKHRU\¶KDVEHHQGHYHORSHGIURPDVRFLRORJLFDODQG
introspective ethnographic approach.  Modifications to the original theory have been 
PDGH LQ UHODWLRQ WR WKH RULJLQDO µRSHQ DZDUHQHVV FRQWH[W¶ ZKLFK DUH LQIRUPHG E\
emotional and cognitive factors, which can be consequential on resulting 
LQWHUDFWLRQV  , ZRXOG VXJJHVW WKDW LQ RUGHU WR XQGHUVWDQG µUHVXOWLQJ LQWHUDFWLRQV¶
further it is necessary to explore and compare the multiple perspectives of doctors 
and patients and others; and observe such encounters.  This theory is particularly 
suited to this study as it provides a basis for exploring communication between 
patients and health care professionals, particularly when the information to be 
disclosed is sensitive and will have a significant bearing on how people perceive 
their future.  In the Oncology department the communication of information 
predominantly takes place within a medical consultation. 
 
2.3  The Doctor and Patient Encounter 
The medical consultation is a purposeful meeting between a doctor and patient in 
which both parties may tend to behave stereotypically according to tacit traditions 
and unspoken rules (Silverman, Kurtz et al 2005).  In the majority of situations it is 
the doctor, who sets the structure of the consultation and determines how the 
discussion will proceed and often the patient tends to follow the doctors lead (Byrne 
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and Long 1976).  Too often doctors fail to integrate a communication model (to help 
them conduct the medical interview) and traditional medical history (which describes 
the content of the interview) which would help them manage a consultation most 
effectively (Kurtz and Silverman et al. 2003).  Consequently, closed questions are 
used to elicit biomedical information from the patient; rather than taking steps to try 
to develop rapport and seek information from the patient about their feelings, 
concerns and expectations (Kurtz and Silverman et al. 2003).  This is despite a 
move towards a collaborative approach to health care and patient interaction, 
whereby the emotional needs and concerns of patients are considered and 
addressed (Corner and Bailey 2004).  To try and ensure that both the content and 
process of consultations are addressed by doctors, Kurtz and Silverman et al (2003) 
propose that doctors use the following guideline to help them conduct and manager 
consultations.  In this guideline, they propose that the medical consultation should 
XVHµILYHVHTXHQWLDOWDVNV¶ZKLFKLQFOXGHDOLVWRIREMHFWLYHVWREHDFKLHYHGZLWKLQWKH
medical interview ± as shown in Figure 1.  
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Figure 1:  Five sequential tasks ± Objectives to be achieved within medical 
consultation (Kurtz and Silverman et al. 2003:806) 
 
Using this model, the doctor directs the management of the consultation and has the 
power to determine how long they will take on any given task, dependent upon what 
they hope to achieve in that consultation.  In addition to this, the structure is thought 
to help doctors conduct consultations which are flexible but ordered to help inform 
patients of what is likely to happen; the structure is also designed to encourage 
patients to be participants in the consultation and enables efficient information 
gathering and giving and ensures that time is used effectively (Silverman, Kurtz et 
al.2005).   
 
Encouraging patients to be participants in their consultations has not always been 
encouraged or witnessed within consultations.  Byrne and Long (1976) recorded 
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over 2500 interviews with doctors and patients and observations of consultations in 
primary care and found that doctors were very much in control of their consultations 
and used a closed approach to information gathering.  In this study doctors were 
observed to have a set of agendas which they followed, regardless of the problems 
presented to them and the behaviours presented by their patients (Byrne and Long 
  5DWKHU WKDQ µviewing the patient as a person, the person is viewed as a 
SDWLHQW¶(Mischler 1984:10) and as such their voice and perspective are ignored and 
an emphasis on disease, diagnosis and treatments prevails throughout the course of 
the doctor and patient encounter.  Consultations managed in this way tend to be 
doctor-centred and patients are prevented from being able to tell the doctor their 
concerns (Byrne and Long 1976).  Through their observations of medical 
consultations, Levenstein et al found that if doctors failed to elicit and address a 
SDWLHQW¶V DJHQGD LQ SUHIHUHQFH IRU WKHLU RZQ WKHUH ZRXOG EH DQ XQVDWLVIDFWRU\
RXWFRPH DV WKH GRFWRU ZRXOG IDLO WR JDLQ IXOO LQVLJKW LQWR WKH SDWLHQW¶V LOOQHVV
(Levenstein, McCracken et al. 1986). 
 
This is echoed in a more recent study conducted by Barry and Bradley et al (2000) 
who interviewed 35 patients attending at GP surgeries.  In this study they found that 
only 4 out of 35 patients felt that they had been able to voice all of their concerns 
(Barry, Bradley et al. 2000).  In some cases, patients went home with prescriptions 
for treatment that they did not necessarily want (Barry, Bradley et al 2000).  This 
VKRZHG WKDW WKHVH SDWLHQWV ZHUH QRW DOZD\V DEOH WR H[SUHVV WKHLU DJHQGD¶V
effectively which lead to therapeutic outcomes which were not desired by the patient.  
While this study was constructive because it provided a more recent account of 
patient experiences when attending general medical consultations it did not explore 
the doctors accounts of their experience and motivations for providing therapeutic 
LQWHUYHQWLRQVEDVHGRQWKHLUXQGHUVWDQGLQJRIWKHSDWLHQW¶VQHHGV 
 
Silverman et al (2005) explain that ZKHWKHU WKH\ OLNH LWRUQRWDGRFWRU¶VEHKDYLRXU
does determine how much freedom is given to patients to interact with them during 
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medical consultations.  A useful insight into this debate was provided by several 
patients participating in the study of Byrne and Long (1976).  When comparisons 
were made with the data, it was identified that four patients who attended the GP 
practice more than once, behaved differently with different doctors.  The behaviour 
of the patient was determined by the way the doctor behaved during the 
consultation.  If the doctor exercised more control over the consultation the patient 
became less communicative, whereas patients were more vocal if the doctor was 
less controlling.  In their conclusion, it was suggested that patients accommodated 
their behaviour to that of their doctor (Byrne and Long 1976).   
 
Rather than consider the way patients behave in response to the behaviours of their 
doctors, Street et al (2005) set out to understand why many patients vary in their 
willingness to participate in medical consultations.  In their study, Street et al 
H[DPLQHGWKHH[WHQWWRZKLFKDSDWLHQW¶VSDUWLFLSDWLRQLQDPHGLFDOFRQVXOWDWLRQZDV
LQIOXHQFHG E\ WKH SDWLHQW¶V FKDUDFWHU WKH GRFWRU¶V FRPPXQLFDWLRn style and the 
FOLQLFDO VHWWLQJ  7KH\ IRXQG WKDW D SDWLHQW¶V SDUWLFLSDWLRQ LQ D PHGLFDO FRQVXOWDWLRQ
was dependent on a complex interplay of personal, doctor and contextual factors.  
Nevertheless, the strongest indicator of patient participation was related to the 
FOLQLFDO VHWWLQJ DQG WKH GRFWRU¶V FRPPXQLFDWLYH VW\OH 6WUHHW +RZDUG HW DO 
which is in line with the findings of previous studies.  In addition to this, the degree to 
which patients actively participate in their medical consultations is influenced by a 
number of other factors, including educational background, age (Greene and 
Burleson 2008) and the extent and seriousness of their illness (Butow and Dowsett 
et al. 2002a).  Patients diagnosed with an advanced incurable cancer generally felt 
that their preference for involvement in their care diminished as their disease 
progressed and their relationship with their doctor changed (Butow and Dowsett et 
al. 2002a).   
 
Moreover, Tuckett et al (1985) believed that patients could exert more control during 
consultations which would have an influence on the way their doctors interacted with 
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them, as those who were more likely to ask questions were responded to in an 
appropriate manner by their doctor.  Yet, their research demonstrated that patients 
diGQ¶W DOZD\V VKDUH WKHLU FRQFHUQV RU DVN TXHVWLRQV LQ FRQVXOWDWLRQV EHFDXVH WKH\
HLWKHUGLGQ¶WWKLQNWKH\FRXOGWKH\ZHUHDIUDLGRIKRZWKH\ZRXOGEHSHUFHLYHG
(22%); they were frightened of receiving a negative reaction from their doctor (14%); 
they felt too flustered or distressed to ask anything (27%); they did not think their 
doctor could give them any more information at that time (22%); they delayed asking 
questions for another occasion (36%) and finally 9% feared hearing the truth 
(Tuckett, Boulton et al 1985).  These findings may well support the idea that a 
general social attitude accepts or acknowledges that the doctor and patient 
relationship is inherently unequal.  
 
Although some patients may not necessarily like to behave assertively during their 
consultations with their doctors and share their concerns, it is clear from the work of 
Silverman and Kurtz et al (2005) that attempts have been made to try and 
HQFRXUDJHWKLVEHKDYLRXU7KHVWDUWRIWKLVPRYHFDPHDERXWLQWKH¶VWKURXJK
the work of Michael and Enid Balint.  Through their work with General Practitioners 
the Balints tried to encourage doctors to find alternative approaches to the way they 
interacted and communicated information to their patients (Balint 1969).  Michael 
Balint suggested that doctors suspended prejudged decisions and their agenda 
within the medical consultation to focus their attention on the needs of their patients 
and listen to what patients had to say to them, in the hope that they could work to a 
mutually agreeable arrangement (Balint 1965).   
 
The use of specific communication skills can help towards overcoming some of the 
problems doctors may face when testing out alternative techniques, whereby 
reciprocity rather than dominance is practiced.  By encouraging doctors to 
experiment with the way they conducted medical consultations Maguire and Booth et 
al (1996b) asked participants of a workshop on communication skills to interview 
actors who had taken on the role of a patient diagnosed with cancer, for twenty 
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miQXWHV WR HOLFLW WKH SDWLHQW¶V PDLQ FRQFHUQ SUH-workshop and post-workshop.  
Maguire et al found that the use of open questions and empathy encouraged 
patients to talk more openly about their fears and concerns (Maguire and Faulkner et 
al.1996a). 
 
In addition to this, attempts have been made in more recent years to try and find 
ways of helping some patients participate in their consultations.  For example, Brown 
et al (2001) conducted a randomised controlled trial with a sample of patients 
diagnosed with canFHU WR GHWHUPLQH LI WKH XVH RI D µSURPSW VKHHW¶ HQFRXUDJHG
patients to ask questions during their consultation.  The researchers hypothesised 
that patients who are encouraged to ask questions are better informed and will have 
an improved psychological well being.  Although there was not a significant increase 
in the number of questions asked between the two control groups; those who 
received a prompt sheet appeared to be better prepared to engage in discussions 
with their doctor, particularly in regards to their prognosis.  Those who felt the doctor 
addressed their question reported less anxiety; however, apart from specifically 
answering the question it is not clear if the manner in which the answer was given 
KDGDQ\LPSDFWRQWKHSDWLHQW¶VSV\FKRORJLFDOZHll being.  When asked how they felt 
about the use of the prompt sheet, some doctors were apprehensive that having 
raised the issue of prognosis, they would then need to engage in a more lengthy 
discussion with the patient which would excessively lengthen the consultation and 
have a detrimental effect on the clinic overall (Brown et al. 2001). 
 
Interestingly, in the study conducted by Langewitz and Denz et al. (2002) when they 
asked doctors not to talk in the opening minutes of a medical consultation to allow 
patients to voice their concerns, patients were willing to do this and the average time 
taken to express their concerns was 92 seconds, indicating that patients will 
generally be succinct and not take up too much of the doctors time, which is often 
feared during a busy clinic (Langewitz, and Denz et al. 2002).  The data from Brown 
et al (2001) study did in fact show that giving patients a prompt sheet prior to their 
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consultation helped them prepare in advance by helping them identify what it was 
they wanted to know.  As long as the doctor addressed their questions appropriately 
the consultation was organised and more efficient and when compared to other 
consultations the length of time taken to conduct the consultation was reduced 
(Brown et al 2001).   
 
It has been argued thus far that the behaviour of doctors during medical 
consultations has a defining, influential role in the way patients interact with their 
doctors.  Although patients can be more forward and confident about expressing 
their concerns or by asking questions, they do not always assert themselves within 
the medical consultation.  While these empirical studies have yielded important 
information about how doctors and patients behave, some of these studies are over 
twenty years old and it would seem valid to conduct further research in this area, 
within the context of cancer care.  In particular, there is a need to explore these 
issues from various perspectives, to understand their encounters more fully to 
understand how each interactant is perceived by the other.  In their conclusion, 
Tuckett and Boulton et al (1985) stated that despite a move towards a more 
collaborative approach within the medical consultation, in practice doctors and 
patients still tended to assume a more traditional view of the doctor and patient 
relationship.   
 
2.4  Doctor and Patient Relationship 
The quality of a relationship can make a significant difference to the way doctors and 
patients interact with each other and share information.  Unfortunately the structure 
of consultations can take a more prominent position in the mind of some doctors as 
there is still a tendency for some doctors to focus on their agenda and meeting their 
objectives within an allotted time (Silverman, Kurtz et al. 2005).  Preoccupations can 
however UHGXFH D GRFWRU¶V IRFXV ZKLFK PHDQV WKH\ DUH QRW DOZD\V UHFHSWLYH WR
others and their need for emotional support, and this can consequentially have a 
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negative effect on the doctor and patient relationship (Goleman 1996; Goleman 
2007).   
 
From this perspective, Balint (1965) advocated that an important element of  doctor-
SDWLHQW UHODWLRQVKLSV ZDV WKH GRFWRU¶V DELOLW\ WR OLVWHQ DQG REVHUYH LQWHUDFWLRQV WR
enable them to capture a more detailed impression of their patient and their needs; 
to try and understand what was being said and what was not being said through non 
verbal communication (Balint 1965).  This is referred to by Goleman (2007) as social 
intelligence.  Social intelligence can be split into two broad categories; social 
awareness and social facility (See Figure 2).  The impact of social awareness and 
social facility in terms of how they are utilised within the doctor and patient 
relationship has however, come under some criticism.  Although there are always 
exceptions to the rule, VRPHGRFWRUVRIWHQ IDLO WRQRWLFHRU UHDFW WRSDWLHQW¶VYHUEDO
and / or non verbal expressions of emotion, despite evidence to suggest that being 
empathetic and supportive towards a patient can be beneficial to the patient 
(Goleman 1996).  These observations raise important questions about how the 
emotional needs of patients are managed by those providing their care.  
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Figure 2: Social Intelligence (Goleman 2007:84) 
 
Empathy is regarded as playing an important role within interpersonal relationships 
and helps facilitate effective and desirable communication (Hemmerdinger, Stoddart 
HWDO6KDULQJRQHVXQGHUVWDQGLQJRIDQRWKHU¶VVLWXDWLRQLVDSUHOXGHWRDQG
being able to respond compassionately to another person in need by showing them 
that µ,QRWLFH\RX,IHHOZLWK\RXDQGVR,DFWWRKHOS\RX¶*RIIPDQ 
 
Given that working with patients requires a degree of empathetic understanding 
there is a tendency for medical schools to assess whether or not potential medical 
students are empathetic as this quality is regarded as an important attribute in 
doctors (Hemmerdinger, Stoddart et al. 2007).  This evidence would suggest that 
empathy is inherently a personal quality, but whether or not it can be learnt and 
developed is open to question.  From one perspective, Roter and Hall (1993) 
suggested that empathy is a matter of personality and may not be taught as a 
communication skill.  Whereas, Silverman and Kurtz et al (2005) believe that whilst 
some people express empathy better than others, the skills of empathy can be learnt 
Social Awareness 
Social awareness refers to a spectrum that runs from instantaneously sensing 
DQRWKHU¶VLQQHUVWDWHWRXQGHUVWDQGKHUIHHOLQJVDQGWKRXJKWVWRµJHWWLQJ¶
complicated social situations.  It includes: 
 
x Primal empathy:    Feeling with others; sensing non verbal  
   emotional signals 
x Attunement:          Listening with full receptivity; attuning to a  
  person 
x Empathic Accuracy        8QGHUVWDQGLQJDQRWKHUSHUVRQ¶VWKRXJKWV 
  feelings and intentions 
x Social cognition:    Knowing how the social world works. 
 
Social Facility 
Simply sensing how another feels, or knowing what they think or intend, does not 
guarantee fruitful interactions.  Social facility builds on social awareness to allow 
smooth, effective interactions. The spectrum of social facility includes: 
 
x Synchrony:    Interacting smoothly at the nonverbal level. 
x Self-presentation:  Presenting ourselves effectively. 
x Influence:              Shaping the outcome of social interaction. 
x Concern:               &DULQJDERXWRWKHUV¶QHHGVDQGDFWLQJ 
  accordingly 
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and with time and exposure to different situations, the expression of empathy can be 
improved and expressed appropriately through verbal and non verbal 
communication (Goleman 2007).   
 
In most instances verbal and non verbal communication mirror the other and help 
people understand the messages being conveyed (Goffman, 1959; Silverman, Kurtz 
et al. 2005).  When there is a contradiction in verbal and non verbal communication 
however, it is often difficult to understand or appreciate the sincerity of the message.   
Evidence presented in this thesis demonstrates that doctors, patients and other 
health care professionals do not always communicate clearly and openly with each 
other and nor do they always pick up on non verbal cues (Glaser and Strauss 1965; 
Copp 1999; The 2002).  This may be a conscious or unconscious act, dependent 
upon their reasons and motivations for not expressing how they feel; acknowledging 
the other persons IHHOLQJVDQGRUZDQWLQJWRNQRZWKHWUXWKDQGUHDOLW\RIDQRWKHU¶V
or their own situation.  Consequently, this may have a negative impact on the 
formation, sustainment and development of relationships, if the patient and doctor 
remain at odds with each other (Roter 2000). 
 
Not wishing to pick up on cues was witnessed in the study conducted by Copp 
(1999), whereby some patients actively avoided cues given to them by nurses if the 
patient believed the nurse was going to threaten their approach of coping.  Drawing 
on evidence presented by Copp (1999), Copp and Field (2002) felt that it was 
DSSURSULDWH WR UHYLHZ VRPH RI WKH RULJLQDO GDWD RI &RSS¶V VWXG\ LQ WKH ¶V WR
explore how patients used denial and acceptance as a form of coping, when faced 
with impending death.  Patients who were observed to talk openly throughout their 
illness were considered to be accepting of their situation.  In contrast, patients who 
could not openly talk to others about their situation were perceived to be in denial 
(Copp and Field 2002).   
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While Copp and Field (2002) consider the way that these mechanisms define the 
coping style used by patients to protect themselves throughout their illness, it is 
HYLGHQWWKURXJK&RSS¶V work that these approaches may also be used by patients to 
help protect those around them.  In her study to learn about the experiences of 
patients who were aware of their impending death and the experiences of nurses 
caring for them, Copp (1999) found, tKDWSDWLHQWV LQSDUWLFXODUXVHGDQ µLQWHUSOD\RI
VWUDWHJLHV¶WRSURWHFWWKHPVHOYHVWKHLUUHODWLYHVDQGWKHLUQXUVHVLQYDULRXVGHJUHHV
and on various occasions throughout their illness.  Those patients functioning within 
an open awareness context spoke openly about their desires, fears and concerns 
and / or intentions in the hope that they may relieve some of the burden from others 
who may be required to make decisions on their behalf (Copp 1999). 
 
Whereas, those who were not functioning within an open awareness context did not 
offer such personal information in the hope that by keeping things to themselves 
they were protecting others from the burden of such knowledge (Copp 1999) and / or 
in some cases were understandably protecting themselves from the reality of their 
impending death (Elias 1985).  In Copp (1999) study patients were aware of their 
impending death, but there are those who contest whether or not people always get 
the opportunity to try and protect themselves from this knowledge as some doctor 
and nurses contrive to protect them from the knowledge that they are dying (Glaser 
and Strauss 1965 Timmermans 2005) as they operate from within a paternalistic 
framework.  From the data provided by Copp (1999) it was evident that those 
patients who were aware of what was happening to them sometimes chose not to 
share this knowledge and communicated and acted within a pretence context to 
portray a message that all was fine.  This behaviour was also reflected upon by 
Mamo (1999) as she described the way family members interacted with their mother 
following her diagnosis of incurable cancer. 
 
Another aspect of protection was discussed by The (2002) who found that at times 
ERWKSDWLHQWVDQGGRFWRUVGLGQ¶WDOZD\VSRUWUD\KRZWKH\UHDOO\IHOWWRWKHRWKHUDVD
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fRUP RI VHOI SURWHFWLRQ EHFDXVH WKH\ GLG QRW ZDQW WR OHW WKHLU µEDUULHUV GRZQ¶  ,Q
DGGLWLRQWRWKLVSHUVRQDOEDUULHUVPD\DOVREHSURWHFWHGE\µcounteracting the danger 
RIDIIHFWLYHWLHVEHWZHHQSHUIRUPHUVDQGDXGLHQFH¶ by limiting the amount of contact 
people have with each other (Goffman 1959:209).  Whether or not this is 
orchestrated by individuals to protect themselves or whether a lack of continuity 
occurs to meet the interests of the establishment is open to interpretation.  Retaining 
ones personal barrier is however an important phenomenon which may explain why 
some doctors and nurses have an inability to give those who are dying the help and 
support they require, particularly if the impending death of another human being 
serves to remind them of their own mortality (Elias 1985).  Yet, the consequence is 
VXFK WKDW VRFLDO SUREOHPV PD\ DULVH DQG LPSHGH WKH KHDOWK FDUH SURIHVVLRQDO¶V
relationship with their patient (Elias 1985).   
 
7KURXJK &RSS¶V ZRUN LW LV HYLGHQW WKDW SDWLHQWV ZHUH DEOH WR FRQWURO KRZ they 
presented themselves to others when remissions, setbacks and progressive loses 
and dying occurred.  This was also prevalent in a study conducted by Payne and 
Hillier et al (1996) who found that patients appeared to control their levels of 
awareness to help them cope.  Through their interviews, it was evident that the 
SDWLHQW¶VOHYHORIDZDUHQHVVGLIIHUHGWKURXJKRXWWKHLUVWD\LQWKHKRVSLFH3D\QHDQG
Hillier et al 1996). This evidence is substantiated by others, who have found through 
empirical research that some patients diagnosed in the early or late palliative stages 
of illness have also been shown to use courage, perseverance and a sense of 
humour to help reduce feelings of vulnerability (Stand and Olsson et al. 2009).  The 
way in which they achieve this does however vary throughout their illness and to 
varying degrees of behaviour.  A justification for behaving in this way is provided by 
Bandura (1995) who states; 
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µPeople strive to exercise control over events that affect their lives.  By 
exerting influence in spheres over which they can command some control, 
they are better able to realise desired futures and to forestall undesired 
RQHV¶ 
(Bandura 1995:1) 
 
Through self efficacy, patients are able to behave in a particular manner to attain a 
goal that is desirable to them.  This is referred to by Mead (1982) as an act of 
µUHIOHFWLYHLQWHOOLJHQFH¶ZKHUHE\SHRSOHFRQVLGHUZKDWWKH\DUHJRLQJWRVD\DQGKRZ
they are going to behave within any given social situation; which suggests that they 
prepare in advance.  Yet, knowing how to behave in a given situation is not always 
HDV\ WR GHWHUPLQH DQG D SDWLHQW¶V LQWHQWLRQ WR EHKDYH LQ D SDUWLFXODU ZD\ LV QRW
always transparent to others.   
 
By gaining the perceptions of nurses to explore their experiences of caring for those 
who were dying in a hospice it was evident that nurses often found it difficult to know 
how to interact with a patient if they perceived a mismatch between what they 
thought were the patients portrayal of both public and private feelings (Copp 1999).  
In some cases, nurses were described as allowing patients to take control until the 
SDWLHQWVµpublic and private feelings synchronised¶&RSSDQGWHQVLRQDQG
anxiety dissipated naturally.  There were some occasions however when nurses did 
try and confront the patient but this did not necessarily mean the patient changed the 
way they behaved.  On one of these occasions, the nurse reported feeling hopeful 
that they had created an opening whereby the patient felt they could talk openly, as 
and when they needed to (Copp 1999).  Yet, this would imply that there was a 
problem to be resolved which might not necessarily be the case.   
 
This motivational interaction is not always appreciated by patients however as others 
(Hinton 1998; Timmermans 1994) demonstrate that some patients find it difficult to 
sustain an active open awareness of their situation as they may be unwilling or 
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unable to let others continuously remind them that they are dying and may well 
decide not to talk about their illness even though they are aware that their future is 
limited.  The examples above demonstrate how patients employ acts of protection 
and control through their interactions with those who care for them and about them, 
throughout their illness, but particularly as they are faced with their impending death.  
7KURXJK&RSS¶VZRUNDQXPEHURIQXUVHVDUHVKRZQWRKDYHVRPHLQVLJKWLQWRWKH
way patients behave and their motivations for behaving and interacting with others in 
a particular way, although they may not always understand it and know how best to 
intervene.   
 
Whether or not this control and protection orchestrated by some patients is 
recognised and accepted by doctors is less clear and warrants further investigation.  
Although the evidence is sparse, there is some indication, through the works of 
Glaser and Strauss (1965), Sudnow (1967) and The (2002) that a number of doctors 
have in the past tried to control the patients state of awareness to meet their own 
needs and objectives, which often left the patient in a suspicious state of anxiety 
which could have a negative effect on their relationship with their doctor.  In some 
cases, several doctors avoided making any contact with the patient until a time arose 
when they were ready to see them (Sudnow 1967).  
 
While doctors were presented by Glaser and Strauss (1965) as being impersonal 
and uncaring and focused on the needs of the organisation (rather than the patient); 
QXUVHV ZHUH SUHVHQWHG DV SDWLHQW DGYRFDWHV DQG µFXVWRGLDQV RI FDUH *ODVHU DQG
Strauss 1965:204), who strived to meet the needs of the patient rather than the 
hospital system.  Yet, at times, some nurses were criticised for complying with the 
GRFWRU¶VZLVKHVWRPDLQWDLQDVWDWHRIFORVHGDZDUHQHVVDQGDVVXFKHQWHUHGLQWRD
µJDPH¶ ZLWK WKHGRFWRUV ZKHUHE\ WKH\ LQWHQWLRQDOO\ µPLVOHDG¶ WKHSDWLHQW WR SUHYHQW
RSHQGLVFORVXUH *ODVHUDQG6WUDXVV $VVXFKSDWLHQW¶VDSSHDUHG WREH
out numbered.  Given that doctors and patients generally meet on a regular basis in 
  
36 
 
oncology and often need to share and disclose sensitive information and bad news, 
it is important to consider what patients need from this relationship.   
 
In addition to wanting a relationship with a doctor who is empathetic and helps 
VXVWDLQDSDWLHQW¶VKRSHSDWLHQWVJHQHUDOO\ZDQWWheir doctors to be knowledgeable 
and competent and they want a relationship with someone they can develop a 
rapport with and feel confident in the knowledge that their doctor will understand 
them and support them throughout their illness (Hagerty, Butow et al. 2005).  All of 
WKHVH UHODWLRQVKLS EXLOGLQJ VNLOOV DUH LQFUHDVLQJO\ LPSRUWDQW DV SDWLHQW¶V SURJUHVV
through the various stages of their illness.  Several studies have reported that 
patients diagnosed with early stage cancer were more interested in theiU GRFWRU¶V
clinical competency and having the most up to date knowledge of treatments and 
clinical research (Parker, Baile et al. 2001; Brown, Parker et al. 2007).  In contrast, 
although few researchers have attempted to elicit what is important to patients 
diagnosed with an advanced incurable cancer, those that have, have found that 
these patients require a trusting relationship with their doctor who is able to 
demonstrate an understanding of their psychological issues and concerns and is 
able to maintain hope and sensitivity (Hagerty, Butow et al. 2005).   
 
,QDGGLWLRQWRWKLVµWUXVW¶DFFRUGLQJWR0HFKDQLFDQG0H\HULVIXQGDPHQWDOWR
any form of relationship and without it, one may be in a constant state of anxiety as 
they watch and interpret the actions of others.  In his writings, Goffman (1959) 
explains how people try to make a judgement of another to assess for example, their 
trustworthiness.  In judging the behaviour of another Goffman (1959) describes how 
people will look for cues to assess thH YDOLGLW\ RI DQRWKHU¶V FODLPV DQG  RU
behaviours, but whether or not they choose to act on any suspicions is another 
matter.  If one decides not to challenge their suspicions that all may not be well a 
µVXUIDFH DJUHHPHQW¶ LV FUHDWHG WR FRQFHDO RQHV FRQFHrns (Goffman 1959).  This 
subtle interplay of interaction within a pretence context of awareness can create a 
µIUDJLOH LOOXVLRQ¶ *ODVHU DQG 6WUDXVV  DV WKRVH LQYROYHG LQ WKH LQWHUDFWLRQ
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engage in an act of deception and as such fail to portray an honest and open 
approach to communication (Goffman 1959).  While this literature is important 
because it provides information which demonstrates how people can and do interact 
with each other generally, there is little evidence to explore this issue in depth within 
the medical literature.  Although there was evidence that this pretence context 
occurred and existed through various doctor and patient interactions in The (2002) 
ethnographic study to consider how those diagnosed with small cell bronchial cancer 
proceeded from the time of receiving their diagnosis until death, her attention was 
predominantly focused on the issue of optimism.   
 
The value of a trusting relationship is imperative within health care, as it is within the 
broader context of social situations.  Trust, encourages open communication and 
shared awareness and as such has the potential to enhance the quality of 
interactions, but if it is violated in any way can cause anger, hurt and humiliation 
(Mechanic and Meyer 2000).  In their exploratory study, Mechanic and Meyer 
examined the concepts of trust among three groups of patients diagnosed with 
breast cancer, lyme disease and mental illness.  Generally patients believed that 
trust was based on honesty, compassion, openness, responsiveness and having 
ones best interests at heart.  Also, knowing that their doctor had interpersonal skills 
and were technically competent were highly important to these patients regardless of 
their diagnosis (Mechanic and Meyer 2000).   
 
In addition to this, being able to comprehend the genuineness of some of these 
qualities was examined by Haskard et al (2008).  In their study they found that 
patients assessed the quality of the relationship with their doctor against the tone of 
voice used through interactions (Haskard, Williams et al. 2008).  Patients, who 
believed that the doctor spoke in a warm and supportive tone, were generally 
interested in them and gave them more information and choices.  Whereas, patients 
who believed doctors spoke in a hostile and disrespectful tone were less interested 
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in them, gave less information, failed to address their concerns and were generally 
less empathetic (Haskard, Williams et al. 2008).   
 
Until more investigations are undertaken, the experiences of doctors and patients 
who are trying to communicate sensitive and bad news with each other through 
mutually acceptable activities such as; listening, talking, sharing, observing, 
understanding, controlling, exploring and challenging each other will remain 
relatively unclear.  It has been argued thus far, that doctors and patients are not 
necessarily in tune with each other, as patients try to protect and control the way 
they express themselves and seek further information.  Yet, their motivations for 
controlling and protecting themselves and others are not always transparent and 
health care professionals may be uncertain about how they interact and what they 
need to say in order to establish or sustain a therapeutic relationship.  Consequently, 
there might be some confusion and misunderstanding of what the health care 
SURIHVVLRQDO¶VDJHQGDHQWDLOVDQGZKDW WKHSDWLHQW¶VDJHQGDHQWDLOVZKLFKPD\EH
harmful to their relatioQVKLSDQGWRWKHSDWLHQW¶VHPRWLRQDOZHOOEHLQJ 
 
The emotional distress caused by a diagnosis of cancer can not only be immense in 
terms of how they perceive their future but how they are able to process information 
and make judgements about what is happening to them at any given time throughout 
their illness, which needs to be borne in mind by health care professionals.  In 
addition, there is a need for health care professionals to provide emotional care as 
well as medical care (Lanceley 2004).  While emotional care has been considered 
within the context of nursing, attempts to explore the emotional nature of 
communication from the doctors perspective needs to be considered further. 
 
2.4.1  Managing Emotion in Medical Consultations 
 
µ$W D SHUVRQDO OHYHO Fancer generates disbelief, fear, lies and chaos which 
are controlled through information, optimism, routine living and social 
H[SHFWDWLRQV¶   (James 2004:262) 
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Fundamentally, the person diagnosed with cancer and those close to them generally 
have to manage an intense and fluctuating range of emotions throughout the course 
of illness.  To help them manage these emotions, health care professionals are 
JHQHUDOO\ UHJDUGHG DV KDYLQJ D GXW\ WR VKDUH WKH µGLYLVLRQ RI HPRWLRQDO ODERXU¶ E\
setting the context from which these emotions are managed and expressed (James 
2004) through various states of awareness.  This has wider implications for the way 
in which health care professionals interact with those in their care.  It is not simply a 
matter of imparting information to another without due care and attention; one needs 
to be aware of the impact what is often perceived to be sensitive and bad news has 
on those whose lives are directly affected by such information and to consider and 
manage a number of emotions which are likely to be induced (James 2004) 
throughout the course of the persons illness. 
 
7KXV WKH KHDOWK FDUH SURIHVVLRQDOV DSSURDFK DQG PDQQHU LQ VXSSRUWLQJ SDWLHQWV¶
DQG WKHLU IDPLOLHV¶ LV IXQGDPHQWDO WR WKHLU ZHOOEHLQJ  0DQQ  H[SODLQV WKDW
health care professionals often respond to such situations by suppressing their 
feelings in order to sustain an outward appearance that helps the patient and / or 
their relative feel cared for and in so doing, the health care professional engages in 
emotional labour.  Emotional labour has been described as the effort of people to 
manage and regulate their feelings, in an attempt to induce social and culturally 
acceptable feelings in others (Hochschild 1983).  Such action is according to 
Fineman (1993) crucial to social regulation.   
 
The use of emotional labour is demonstrated through the work of Hochschild (1983) 
in her work with flight attendants and debt collectors.  The way in which one 
responds to another may not portray their inner feelings but occurs out of necessity, 
for commercial purposes and a professional responsibility rather than genuine 
concern for another.  Furthermore, the importance and relevance of emotional labour 
WRWKDWRIFDULQJKDVEHHQDFNQRZOHGJHGZLWKLQQXUVLQJE\-DPHVLQWKH¶V,Q
a qualitative study by Smith and Gray to assess the concept of emotional labour, 
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WKH\ IRXQG WKDWQXUVHVEHOLHYHGHPRWLRQDO ODERXUZDV µSDUWDQGSDUFHO¶RIDQXUVHV
QRUPDOUROHDQGWKH\KDGDGXW\WRWU\DQGPDNHDSDWLHQWµIHHODWKRPH¶DQGµFDUHG
IRU¶ 6PLth and Gray 2001).  The regulation of feelings in relation to the medical 
profession has been considered in connection with empathy, although the 
importance and / or value of empathy within this profession is open to interpretation 
(Larson and Yao 2005).  This is in contrast however, to the suggestions made by 
Hemmerdinger, Stoddart et al (2007) who describe how medical educators value the 
empathetic qualities of those applying for positions within medical education.  Mann 
(2005) suggests doctors have traditionally focused on the more medical-technical 
matters and rationality rather than emotional intelligence and have therefore tended 
to leave the offer and demonstration of emotional support to nurses.  In order to 
change this status quo, Fineman (1993) suggests that a redefinition of the job would 
help permit doctors to demonstrate an authentic expression of emotional support 
through their practice, but does not suggest how this is achieved.   
 
Despite the emotional burden which exists within the context of cancer care it is rare 
for doctors and other health care professionals to receive training and support to 
help them manage the emotional stress which may be induced by difficult 
consultations with patients and their relatives.  This was evident in a study by Smith 
and Kleinman, (1989) who found that there was little support to help medical 
students learn how to manage emotions within the context of their work.  The 
medical culture supported unspoken rules about how doctors present themselves 
and how they try and distance themselves from emotional distress by considering 
WKH SDWLHQW DQG SURFHGXUH DV DQ µDQDO\WLFDO WDVN¶ DQG DV VXFK VXSSUHVV HPRWLRQDO
intelligence (Smith and Kleinman 1989).  Consequentially, the management of 
patients needs may not be addressed which may have serious consequences for the 
patient and their relationship with their doctor (Eraut 1994).   
 
Similarities between doctors and businessmen may shed some light on how doctors 
have traditionally approached the emotional aspect of care and communication.  
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Whyte, when describing the effective businessman, used words such as logical, 
reasoned and rational decision makers (Whyte 1956).  Emotions were regarded as 
unwanted influences which prevented people from retaining objectivity and were 
viewed as undesirable characteristics (Whyte 1956).  In contrast, Muchinsky 
believes that emotions within the workplace are real and significant and are not 
simply annoyances which deflect us from objectivity but are the essence of human 
life and human connection (Muchinsky 2000).  In addition to this, there has been a 
considerable move to promote and understand the value of emotional labour and 
emotional intelligence within the workplace as a means of improving individual and 
group performance (Chernis and Goleman 2001). 
 
The workplace however, particularly within the cancer setting can be a very 
emotional place, particularly when sensitive information is communicated to others 
that will have a significant bearing on how they perceive their future.  The way in 
which patients control emotional labour by trying to protect themselves and others 
through their communications, is also prevalent in doctors, who have been shown to 
regulate and manage their feelings as a means of protecting themselves; to help 
them cope with the after effects of stress and to allow them to move on to the next 
patient, where a similar process may ensue (Mark 2005).  However, the self 
management of emotional expression in this way may make the doctor appear 
insensitive to the patient and / or their relative and that may have a negative impact 
on the doctor and patient relationship, as ones actions will influence the way in which 
others respond and perceive the intention behind the behaviour (Cherniss 2001).  
Although there may be differences in the way emotions are experienced and 
expressed, it can be a demanding practice, trying to meet the needs and 
expectations of others (Cherniss 2001).    
 
It may therefore be inevitable that a cycle of behaviour may be developed over time 
thereby creating habitual practices of behaviour which are often difficult to change 
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(Cherniss, Goleman et al 1998).  In the following extract, Argyris considers how the 
suppression of emotion at work can affect good communication: 
 
µWhat I have observed is that the methods these executives use to tackle 
relatively simple problems actually prevents them from getting the kind of 
deep information, insightful behaviour and productive change.....and they do 
not surface the kinds of deep and potentially threatening or embarrassing 
LQIRUPDWLRQWKDWFDQPRWLYDWHOHDUQLQJDQGSURGXFHUHDOFKDQJH¶ 
(Argyris 1994:77) 
 
Although Argyris based his views on his observations of executives within an 
organisation, comparisons can be made with that of the medical profession.  For the 
most part, it is not the defensive process per se that is the problem, but the fact that 
a defensive process generally occurs without conscious thought and / or recognition 
(Obholzer 2005).  Through the emotional intelligence literature, frameworks have 
been proposed to direct individuals to reflect on and develop self awareness, self 
management, social awareness and relationship management to enhance working 
practices (Goleman 2001).  Initiatives leading to improvements in managing the 
emotional aspects of the work of health care professionals and enabling them to 
recognise certain behaviours for redress have been proposed in education and 
policy arenas.  However, this work requires further research to appreciate how 
doctors learn and cope with the effects of emotional labour (Mann 2005) and support 
people through the use of emotional intelligence when interacting with patients who 
control their expression of emotions to meet their own needs and whereby sensitive 
information and bad news is disclosed in a cancer context. 
 
2.5  Tensions Associated with Disclosing Bad News 
It has been suggested that one of the most challenging tasks a doctor has to face is 
communicating bad news to a person diagnosed with cancer (Glaser and Strauss 
1965; McIntosh 1974).  It is not uncommon for doctors to report feelings of 
apprehension prior to disclosing bad news to patients, particularly when this 
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information has such a significant bearing on how the patient perceives their future 
(Buckman 2005).  Equally it is not uncommon for some doctors to question their 
competence and ability to engage in these discussions (Christakis and Iwashyna 
1998; Buckman 2002; Maguire and Pitceathly 2002; Rosenbaum and Ferguson et al 
2004).  Yet, as Fallowfield et al SRLQWRXWDJRRGGHDORIDGRFWRU¶V WLPH LV
spent communicating information and presenting treatment options to patients within 
a palliative context, particularly if they work in Oncology and Palliative Care.  It would 
therefore seem appropriate that doctors and other health care professionals were 
better able to communicate effectively with their patients as there is a considerable 
risk that most patients and their families will be upset, receiving information which 
has a negative impact on their lives and threatens their notion of survival. 
 
The way in which people react can be complex and may well fluctuate throughout 
WKHFRXUVHRIDSDWLHQW¶VLOOQHVV)DXOODQG&DUWHUHWDODQGDVDFRQVHTXHQFH
of this, it may be difficult to predict how a person will respond (Kirk and Kirk et al. 
2004).  Silverman and Kurtz et al (2005) explain that, in a number of cases, doctors 
may well be unaware of the impact that the information they convey has on a patient 
and go on to explain that no matter how realistic a patient may be upon entering a 
consulting room, they may inevitably have a faint hope that they may hear some 
positive news.  Doctors and other health care professionals need to find a way of 
EULQJLQJ WKH SDWLHQW¶V DWWHQWLRQ WR WKH GLVWUHVVLQJ QHZV they need to communicate 
(Silverman and Kurtz et al. 2005), while considering the amount of information the 
patient may wish to receive.  Yet efforts to fulfil this requirement are not always 
easily achieved.  
 
While many patients describe wanting to receive information a smaller percentage of 
them do not.  For example, Jenkins and Fallowfield (2001) found that the information 
needs of patients from a large study of 2331 patients diagnosed with various types 
and stages of cancer that 87% of patients wanted to receive as much information as 
possible, while 13% preferred to leave decisions about information to the discretion 
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of their doctor.  It is not surprising therefore that some doctors are frequently 
uncertain or hesitant about the amount of information they should communicate to 
their patients.   
 
Over the past 40 years there has been a move away from a closed awareness 
approach to communication, whereby information was withheld from patients, to that 
of an open awareness culture, whereby health care professionals are encouraged to 
disclose information to patients regardless of the sensitive nature of the information 
to be imparted (Taylor 1988; Seale and Addington-Hall et al. 1997; Field and Copp 
1999).  Respect for patient autonomy is now an important element of contemporary 
medical ethics.  It is therefore recognised that sufficient information needs to be 
imparted if patients are to make informed decisions about their treatments and plans 
of care (Gattellari and Butow et al.2001; Timmermans 2005).  Many patients now 
have greater expectations of their health care and are far more aware of health 
related matters.   
 
This shift in attitude is demonstrated through the work of Seale (1991) who 
compared the findings of two national surveys conducted within the UK in 1969 and 
1987.  In these studies, Seale reported that the number of people who knew they 
were dying from cancer rose from 16% in 1969 to 44% in 1987.  This evidence is 
substantiated further by Seale and colleagues in 1997, whereby a greater 
percentage of relatives and friends reported in 1990 that 51% of those who had died 
did in fact know that they were dying; as opposed to only 4.4% who remained in a 
closed state of awareness (Seale and Addington-Hall et al. 1997).  It is difficult to 
know however, if these figures would have been different if the data was obtained 
directly from those who were dying rather than using retrospective data from another 
informant.   
 
This is important as there is evidence to suggest that there can be a difference in the 
state of awareness between those who are dying and their family.  Following a move 
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within the hospice movement to acknowledge the importance and value of open and 
honest communication, Hinton (1999) interviewed a group of patients and their 
relatives to ascertain whether or not a policy of open disclosure helped them become 
more aware of what was happening and whether or not they were accepting of their 
situation.  The level of awareness in patients increased slightly (42%) in the final 8 
weeks of the study and the awareness of relatives grew from 53% to 81%.  During 
this time however, it was reflected through the responses of patients (18%) and their 
relatives (24%) that their appreciation of what was happening to them fluctuated and 
they failed to accept the reality of their situation.  This is exemplified further through 
the introspective and reflective accounts of Mamo (1999) as she tried to interpret 
both her personal experience and the experiences of others as they shared a 
particularly difficult time in their lives.  Through her accounts, she is able to describe 
how the emotional rules described by Hochschild (1983) were at times broken as 
people tried but sometimes failed to hide their emotions from each other.  She also 
WDONVRIWKHµXQFHUWDLQW\¶SHRple faced in knowing what they could and could not say 
to each other, for fear of distressing another, particularly the mother who was dying, 
as she appeared to be unable to talk openly and appeared to ignore information she 
had been given by her doctors (Mamo 1999). 
 
When patients and their relatives both received the same information, Hinton (1999) 
asked why their level of awareness was at times different.  In answer to this question 
he proposed that patients may not actually seek as much information as their 
relatives and have the option to cope with the reality of their situation in whatever 
way they choose; whereas relatives needed to know what to expect and how to care 
for their loved one.  Accordingly, Silverman and Kurtz et al (2005) describe how the 
emotional nature of illness can prevent individuals from being able to think clearly 
and rationally and this in turn hinders their understanding of what is happening to 
them.  The study conducted by Hinton (1999) yielded important information about 
how patients and their relatives accept and control their state of awareness during a 
very difficult and emotionally challenging time, but does not explore the tensions 
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doctors and other health care professionals face when confronted with the possibility 
that patients and their relatives might have competing needs for information and by 
patients who may not be ready to hear what the doctor has to tell them.  In addition it 
does not really explore how patients perceive information and what they choose to 
do with it.   
 
Disclosing bad news can be complicated by any number of reasons, some of which 
were identified amongst a group of doctors who were asked to describe what 
influences made it difficult to disclose bad news (Ptacek and McIntosh 2009).  These 
factors were categorised accordingly - doctor factors (confidence, personal impact, 
identifying with the patient and / or their situation); patient factors (age, emotional 
distress of both patient and their family, having a poor support network); institutional 
factors (location and mode of breaking bad news ± on the phone); illness factors 
(poor prognosis, not being able to do anything further) and relationship factors 
(perceived relationship with the patient and their family, the degree to which the 
patient was known) (Ptacek and McIntosh 2009).  In addition to this, some doctors 
have described how they will avoid disclosing information if the patient has not asked 
for it (Seale 1991; Christakis and Iwashyna 1998; Miyaji 1993), this was particularly 
so in regards to disclosing prognosis (Seale 1991). 
 
In some cases, the involvement of family members has a direct influence in 
determining what and how much information the doctor feels they are able to 
disclose to a patient.  In one respect, doctors have played an influential role in this 
matter, by choosing to disclose bad news to relatives instead of the patient.  Glaser 
and Strauss (1965) described in some detail how relatives were often informed that 
a member of their family were dying and as such tried to keep this knowledge from 
the patient.  Additionally, Seale (1991) found that doctors preferred to tell relatives 
DERXWDSDWLHQW¶VGLDJQRVLVDV WKH\ IHOW WKH\ZHUHSURWHFWLQJ WKHSDWLHQW IURPVXFK
knowledge.   
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Through these examples, it is evident that although a state of openness may be 
ideal; this state of awareness appears to be ambiguous and conditional.  This is 
supported by Field and Copp (1999) who suggest that there has been a shift away 
from a pure state of open awareness to that of a conditional open awareness.  The 
view to tell people their diagnosis and / or prognosis is influenced by a number of 
pragmatic decisions.  Field and Copp (1999) fear that health care professionals may 
DWWHPSWWRµH[HUFLVHD GHJUHHRIFRQWUROZLWKLQWKHFRXUVHRIWKHLUSURIHVVLRQDOGXWLHV¶
because it allows them to retain a degree of control, however they may not be the 
only ones seeking control. 
 
For example others have shown how important it was for relatives to take a 
prominent role in order to control, protect and act on the behalf of the patient to 
ensure that (from their perspective) appropriate information is disclosed or withheld 
to reduce the emotional distress such information may induce (Friedrichsen and 
Strang et al 2001; Ozdogen and Samur et al 2004).  As a way of managing this 
problem, Ozdogen and Samur et al (2004) believe that it is important for health care 
professionals to communicate effectively with relatives to highlight the possible 
benefits and reasons for why it is appropriate to disclose information to the patient.   
 
Yet, in some cases, doctors may actually avoid discussions with patients and / or 
their relatives because they prefer to distance themselves from such challenging 
emotional encounters (Maguire and Faulkner 1988b; Richards 2007) because for 
some disclosing bad news is particularly stressful (Ptacek and McIntosh 2009).  
Some will even use evasive tactics in the event that the patient asks direct or indirect 
questions that the doctor feels will induce emotional distress (Fallowfield and Jenkins 
et al. 2002b; Sinclair 2006).  In a study by The (2002) she found that some doctors 
did not know how to manage emotional encounters and instead focused their 
attention on the medical technical aspects of care instead.  In these instances 
however, there is a tendency to treat the patient as an illness rather than a human 
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being and as such, humanity may be lost and the potential to induce distress is 
increased (Goleman 2007).   
 
The findings of The (2002), contrasts directly with the findings of Seale (1991) 
whereby a postal questionnaire was distributed to general practitioners and hospital 
doctors to ascertain their views about the care of the dying; in addition nurses were 
interviewed.  In this study 70% of respondents said that they found it easy or fairly 
easy to deal with the emotional reactions to death and dying, whereas 26% said that 
they found it difficult.  What is not clear from this data however is whether or not 
there was any distinction between the responses of nurse and doctors despite the 
fact that different methods of data collection were used and whether or not the data 
obtained from interviews provided greater depth and insight.  Moreover, The (2002) 
based some of her evidence on her observations of doctors encounters with 
patients, rather than basing her findings solely on the reports from doctors, which 
may have provided greater insight.  Seale (1991) concluded that those who found it 
easy to cope with their emotional reactions towards death and dying would find it 
easier to disclose bad news as they were more able to maintain an emotional 
distance.  This was however a speculative comment and one that was not fully 
investigated in this study.  While some doctors may feel comfortable and happy to 
engage in these encounters with patients, the evidence presented in the literature 
suggests that others do not and may not find it easy disclosing sensitive information 
and bad news. 
 
In some cases, doctors have reported that they feel unprepared to disclose 
prognostic information and provide predictions of survival because they have not 
received appropriate guidance or training (Christakis and Iwashyna 1998; Glare 
2005; Sinclair 2006).  Christakis et al found that 57% of doctors reported inadequate 
training in prognostication, whereas only 7% believed that they had received 
adequate training in regards to disclosing a diagnosis of cancer (Christakis and 
  
49 
 
Iwashyna 1998).  A number of problems have been identified to substantiate this 
evidence.   
 
In their systematic review of the literature to explore the discrepant perceptions 
about end of life communication, Hancock and Clayton et al (2007) found that there 
were considerable discrepancies in health care professionals and patient / relatives 
accounts regarding the disclosure of prognostic information to those diagnosed with 
a life threatening illness.  Not only did a number of health care professionals and 
patients have different interpretations about what had or had not been disclosed, 
doctors frequently underestimated the amount of information patients required and 
RIWHQIDLOHGWRH[SORUHWKHSDWLHQW¶VOHYHORIXQGHUVWDQGLQJ+DQFRFNDQG&OD\WRQHW
al. 2007).   
 
Not only is it difficult to know how to communicate prognostic information a number 
of studies report that there is a tendency for doctors to communicate inaccurate 
predictions to patients, when they do engage in these discussions.  Being able to 
predict survival in patients diagnosed with advanced incurable cancer is particularly 
important to ensure patients can make informed decisions about their future.  This is  
however one of the hardest predictions to make because there are various 
determining factors to consider, for example the quality of a patients performance 
status and whether or not they go on to receive palliative / active cancer treatments 
(Sinclair 2006).   
 
In their study, Lamont and Christakis (2003) present the case study of a woman 
diagnosed with advanced incurable cancer to demonstrate the complexities of 
prognosis.  They captured the perspectives of both the doctor and patient in regards 
to their experience of the disclosure of prognostic information.  The doctor informed 
the woman that she only had months to live; 33 months later the lady was still alive.  
The woman was initially upset to hear she had such a poor prognosis, because she 
felt that so many people depended on her for support.  Although she found this 
information distressing she also found it helpful to know as it gave her time to 
  
50 
 
consider and prepare what she needed to do, to ensure the needs of her 
dependents were catered for in the eventuality of her death.  The doctor was 
pleased but surprised that the woman had lived longer than expected and felt that in 
these instances, doctors should rejoice with the patient, rather than feel they have 
misguided the patient in some way and made a clinical error.  The doctor felt that it 
was more concerning if patients died sooner than expected because they may be 
unprepared to face their death (Lamont and Christakis 2003).  How the patient 
perceived this information in light of the fact she had prepared sooner rather than 
later for her impending death was not apparent in this report.   
 
$ UHSRUW E\ 3DUNHV LQ WKH ¶V LQGLFDWHG WKDW VRPH GRFWRUV WHQGHG WR EH RYHUO\
optimistic when communicating prognostic information and suggested that they often 
wanted to offer the patient and their family some reassurance and hope that they 
might be able to do something for them which would extend their life (Parkes 1972).  
Within the literature, much has been written about the concept of hope and the 
hopes of patients diagnosed with a life threatening illness.  For example, Kubler 
Ross wrote that people, who are dying, often remain hopeful to the end that a cure 
may be found to help them (Kubler Ross 1973).  In addition to this, Glaser and 
Strauss (1965) found in their study that those who were aware of their poor 
prognosis preferred to believe that they had longer to live than was expected.  In 
these cases, it was not uncommon for health care personnel to let them carry on 
believing this, despite the fact that death was imminent (Glaser and Strauss 1965).   
 
This evidence suggests that although the information may be construed as 
misleading and paternalistic, decisions can be made not to disclose or change a 
SHUVRQ¶VSHUFHSWLRQRIZKDWLVKDSSHQLQJWRWKHPRXWRIJHQXLQHFRQFHUQKRZHYHU
this concern can sometimes be misplaced.  In her study, The (2002) describes how 
some doctors were ambiguous in the way they described therapeutic responses to 
treatment.  She describes how doctors participating in her study, frequently told 
patients diagnosed with lung cancer that their chest x-rays showed the patients 
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lungs were clear, having been treated with chemotherapy.  While The (2002) felt that 
these doctors were not being dishonest it was evident that they were not being 
entirely honest either.  The patient may interpret this information to mean that they 
are cured; however there is an imbalance in knowledge, as the doctor knows that the 
patient is not cured and that in most cases it will not be long before the cancer 
becomes more visible on a chest x-ray again.  Doctors were reported as being 
aware of this misinterpretation of information and The (2002) referred to this as 
µFRQVFLRXV DPELJXLW\¶ EXW IHlt that some doctors made little attempt to prevent or 
rectify this misunderstanding.  
 
This presentation of ambiguity is somewhat surprising if the patient is well known by 
the doctor because they will need to tell the patient on a subsequent occasion that 
their cancer is once more visible.  Christakis and Lamont (2000) reported that some 
doctors tended to present overly optimistic information to their patients if they were 
well known to them and in contrast presented more accurate estimates to those they 
did not have the same emotional attachment with.  In contrast to this, Butow and 
Dowsett et al (2002a) described how some doctors were more willing to engage in 
prognostic discussions with some patients if they felt they had developed a 
therapeutic relatioQVKLSZLWKWKHP7KHGRFWRUV¶PRWLYDWLRQIRUEHKDYLQJLQWKLVZD\
was influenced by their belief that they had a greater insight into and could 
understand the patients need and motivation for information (Butow and Dowsett et 
al. 2002a).  One of the complicating features of deciding how accurate prognostic 
information will be conveyed is that in this health care climate patients will generally 
be seen by a number of doctors and there is a danger that patients may receive 
inconsistent messages, which may result in feelings of mistrust and betrayal.  
Fallowfield and Jenkins et al (2002b) believe that it may be more harmful in the long 
run, if patients are not told the truth about their prognosis at the beginning of their 
illness as they may find it difficult WRDGMXVWµDSSURSULDWHO\¶LIWKH\OHDUQDWDODWHUGDWH
that their prognosis is worse than expected.   
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There are however few examples of this in the literature.  Very few studies have 
considered the longitudinal effects of communication.  One study was however 
designed by The (2002) to explore the optimism of patients who had been diagnosed 
with advanced small cell lung cancer, over a period of five years.  In this longitudinal 
study, having followed patients from the point of diagnosis to death, the researcher 
found that in a number of cases, doctors were generally uncertain about what they 
VKRXOG WHOOSDWLHQWVDERXW WKHLUSURJQRVWLFRXWORRNDQGGLGQ¶W UHDOO\ WU\ WRHQJDJH LQ
these discussions.  There were also instances where patients expressed their 
uncertainty about what they wanted to hear to the researcher and so in effect both 
parties entered into a state of collusion with each other (The 2002).  There were 
times however, when other members of the health care team felt that it was in the 
patients best interests to be informed, (particularly in the latter stages of their lives) 
and this caused some conflict and uncertainty amongst the health care team (The 
2002).  In addition to this, it was not always clear what patients had or had not been 
told. Situations like this can cause dissension among the health care team involved 
in the care of the patient and are not always easy to resolve (The 2002).   
 
In the past, the relationship between the doctor and nurse meant that if a doctor 
made a decision not to disclose sensitive information and bad news to a patient, a 
QXUVH ZDV JHQHUDOO\ REOLJHG WR UHPDLQ TXLHW DQG VXSSRUW WKH GRFWRU¶V GHFLVLRQ
*ODVHU DQG 6WUDXVV  0F,QWRVK   $OWKRXJK 7KH¶V  ILQGLQJV
demonstrate that problems do still exist, there is some evidence to suggest that such 
VWUDLJKWIRUZDUG FRPSOLDQFH LV RQ WKH SDUW RI QXUVHV OHVV HYLGHQW LQ WRGD\¶V KHDOWK
care practice.  Kennedy and Sheldon et al (2006) pointed out that a number of 
nurses and doctors tend to liaise with each other more closely when it comes to 
deciding how or when they will communicate sensitive information and bad news to 
patients.  In their study, they found that a team approach in which doctors and 
nurses interacted with each other to discuss a unified approach to managing 
potentially difficult situations was found to be the most beneficial arrangement when 
it came to communicating sensitive information to patients and their families.  
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While there has been a change in the way some teams approach communication, 
some nurses have been described as feeling ill equipped to answer patient 
questions because they did not have sufficient information to share with the patient 
and even if they did, may feel that their inter professional relationship with their 
colleagues, prohibits them for engaging in more sensitive and difficult conversations 
with their patients (Corner and Bailey 2004).  As such, conversation with the patient 
PD\EHJXDUGHGDQGPDLQWDLQHGDWDµVXSHUILFLDO¶OHYHOWRPLQLPLVHWKHULVNRIFDXVLQJ
emotional distress (Corner and Bailey 2004) and possibly further uncertainty. 
 
The notion of uncertainty reported by The (2002), from the patients perspective has 
also been substantiated in other studies.  Kirk and Kirk et al (2004) found that a 
number of patients were often ambiguous in their desire for knowledge, stating that 
on the one hand they wanted to know their prognosis, but at the same time they 
were fearful of what they might learn.  A sense of ambiguity was also identified 
through the responses of some patients about their condition, while others felt that 
they were not informed and had to ask questions (Costello   ,Q.LUNV¶VWXG\
the researchers noted that some patients said that whilst they were aware of what 
was happening to them, they did not really want to acknowledge this in any way and 
preferred to hope that a miracle cure may be found (Kirk and Kirk et al. 2004).  In 
FDVHV VXFK DV WKLV GRFWRUV PD\ ILQG WKHPVHOYHV GHEDWLQJ WKH SDWLHQW¶V VWDWXV RI
awareness and may find it difficult to ask patients questions for fear that by doing so 
they may do more harm than good.   
 
While the level of information required by some patients regarding their prognosis 
may not always be clear, there are examples of how some patients would like to 
receive prognostic information.  Butow and Dowsett et al (2002a) found in their 
study, to consider how patients with advanced incurable cancer wished to receive 
prognostic information, that the female participants in particular, wanted their doctors 
to communicate information to them in a straightforward and honest manner (without 
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statistical information), but in a way that did not take all their hope away.  There was 
a consensus of opinion amongst these patients that maintaining hope could be 
achieved if they were presented with options, rather than being told that there was 
QRWKLQJPRUHWKDWFRXOGEHGRQHIRUWKHPLQHIIHFWµVKRZLQJWKHPWKHGRRU¶%XWRZ
and Dowsett et al. 2002a).   
 
In summary, the awareness contexts theory has made a significant contribution to 
our understanding of the ways in which patients, their relatives and health care 
professionals interact and communicate with each other within the context of a 
serious life threatening illness and approaching death.  Even so, a number of 
problems persist.  For example, although the µUHTXLUHPHQW¶ to communicate within an 
open awareness context is accepted in health care, the evidence from the literature 
would indicate there are a number of conditions which influence the way information 
is communicated, received and digested, particularly in relation to prognosis which 
PDNHDFKLHYLQJµRSHQDZDUHQHVV¶FKDOOHQJLQJ 
 
While there is a tendency for some doctors to control and manage the way they 
impart information and the type of information they disclose, it is not clear if they 
always appreciate the sense in which patients may also play a role in the 
construction of awareness and acceptance.  As such both parties may have different 
DJHQGD¶VZKLFKIUDPHWKHLUFRPPXQLFDWLRQDQGLQWHUDFWLRQVZLWKHDFKRWKHUEXWWKH
DJHQGD¶VPD\QRWDOZD\VEHWUDQVSDUHQWWRWKHRWKHU,QRUGHUWRXQGHUVWDQGZKDW
happens during these encounters within the medical consultation, Hancock and 
Clayton et al (2007) recommend that research needs to be focused towards 
obtaining the perspectives of both doctors and patients over several consultations 
which can be verified against evidence obtained from their encounters.  
 
In addition to this, evidence suggests that doctors and other health care 
professionals still find it difficult to negotiate sensitive and emotionally challenging 
discussions and subsequent responses from patients and will take measures to try 
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DQGSURWHFW WKHPVHOYHV IURPGLIILFXOWHQFRXQWHUV  ,Q VRPHFDVHVDSDWLHQW¶VQHHG
for information may be misjudged because this has not been explored with them.  
Moreover, some doctors question their ability to disclose sensitive information 
because they feel they have not received adequate training to help them 
communicate effectively and it would appear therefore that communication is 
maintained at a superficial level.  Being able to communicate effectively with patients 
is extremely important.  It is evident that many patients and their families value high 
standards of communication from health care professionals; unfortunately this high 
standard is not always met (Pincock 2004; CAB 2006).  In recognition of this, the 
dominant response thus far within the UK, from both researchers and policy makers 
has focused on the need to improve the communication skills of health care 
professionals, through communication skills training. 
 
2.6  Communication Skills Training 
While effective communication is important in any health care setting, it is 
significantly important in the cancer setting, due to the sensitivity of the information 
and the psychological impact a cancer diagnosis has on patients.  In this context, 
communication goes beyond basic skills.  In the UK, the NHS Cancer Plan reported 
that communication skills training would become an integral feature of the 
qualification process and advanced communication skills training and development 
would become a feature of continued professional development (Department of 
Health 2000).  This commitment received further support through NICE guidance on 
supportive and palliative care (2004) which recommended that accredited courses 
should become available to help those working within cancer care.   
 
Prior to this, TKH *HQHUDO 0HGLFDO &RXQFLO *0& LQ WKH ¶V FDPH XQGHU
increasing pressure to improve communication skills training courses and evaluation 
of communication skills for doctors regardless of their speciality and grade (GMC 
1993; General Medical Council Education Committee 2002; British Medical 
Association 2004).  In addition to this, a number of key researchers became involved 
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to design, facilitate and evaluate a number of post registration communication skills 
courses.  The ways in which communication skills courses have been structured and 
managed for doctors and other health care professionals have been well 
documented (Maguire and Pitceathly 2002; Wilkinson and Perry et al 2008).  Such 
courses have been aimed towards promoting and enhancing the disclosure of 
sensitive information to patients and facilitating an atmosphere of care and support 
(Fellowes and Wilkinson et al. 2004).  
 
More recently, through the National Advanced Communication Skills Programme for 
Senior Health Care Professionals in Cancer Care (ACST) there has been an 
initiative to combine a number of established communication skills training courses 
(including the work of Maguire, Fallowfield and Wilkinson) to improve the 
communication skills of senior health care professionals, through experiential 
learning (Wilkinson and Perry et al 2008).  This course is now referred to as 
µ&RQQHFWHG¶ www.connected.nhs.uk) and consists of a three day programme 
delivered through local Cancer Networks.  The course is designed to promote 
cognitive and behavioural learning through learner centred approaches with a view 
to promoting self awareness, reflective practice and participating with and receiving 
constructive feedback as part of the course structure (www.connected.nhs.uk).   
 
Through a combination of learning techniques, including role-SOD\ ZLWK µVLPXODWHG
SDWLHQWV¶FRQVWUXFWLYHIHHGEDFNDQGLQWHUDFWLYHJURXSZRUN± directed by facilitators; 
participants are able to practice their communication skills, in what are often referred 
WRDV µVDIHHQYLURQPHQWV¶ )HOORZVDQG:LONLQVRQHWDO6NHOWRQ 5ROH
play has been a key feature of many communication skills courses (Maguire and 
Booth et al. 1996b; Fallowfield and Lipkin et al 1998; Fallowfield and Jenkins et al 
2002a).  It has been considered one of the best teaching methods, to help health 
care professionals practice communication skills with other health care professionals 
or actors (portraying the role of patients), rather than practice newly acquired skills 
for the first time with patients (Kurtz and Silverman et al. 2005). 
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Although role play is considered to be a key method of teaching to facilitate learning, 
VRPH TXHVWLRQ WKH QDWXUH RI µUHDOLW\¶ <DUGOH\-Matwiejczuk 1997) and contemplate 
the potentiDOSUREOHPVDVVRFLDWHGZLWKWKLVµDUWLILFLDO¶ OHDUQLQJWKDWRFFXUVDZD\IURP
real life situations (Doyle and Hanks et al 2005; Kurtz and Silverman et al 2005).  As 
such, these critics feel that as a method of teaching, role play is not sufficiently 
beneficial to learning (Doyle and Hanks et al 2005).  This is a relevant point and one 
that requires further consideration in view of the fact that role play is frequently used 
to teach communication skills to help health care professionals explore 
communication related issues relevant to their practice and performance.  To try and 
PLQLPLVHWKHµDUWLILFLDOVWDWXV¶WKRVHZKRYDOXHWKHEHQHILWVRIUROHSOD\EHOLHYHWKDWLW
is best practice to ask participants to draw on real life experiences to help them 
explore what happened and what could potentially happen when exposed to similar 
situations in clinical practice (Back and Arnold et al. 2003).  In so doing, this 
approach is thought to help practitioners become more self aware and self directed 
in their learning to help them appreciate the relevance of learning within the context 
of a given situation (Donen 1998; Collins 2004).  
 
It is important to consider how participants of role play assess the experience.  It is 
clear from the literature that some participants of role play report a number of 
concerns, including: 
x )HHOLQJ µZDU\¶RISDUWLFLSDWLQJ LQVXFKDFWLYLWLHVEHFDXVHWKH\DUHXQIDPLOLDU
to them. 
x Feeling apprehensive about being observed and receiving criticism from 
others 
x Finding it difficult to assume unfamiliar roles. 
x Finding it difficult to act out situations they have no prior knowledge of. 
x Finding it difficult to shed pre-existing knowledge which can influence how 
they perceive and / or act out various situations. 
(Back and Arnold et al. 2003; Kurtz and Silverman et a. 2005) 
  
58 
 
In recognition of this, Kurtz and Silverman et al (2005) believe that it is important to 
minimise these concerns as much as possible by providing briefing sessions prior to 
the role play activity and de-briefing sessions following the activity.  In addition to 
this, Back and Arnold et al (2003) believe that rules must be defined prior to the start 
of role play which include; non confrontational feedback, options to stop / resume 
role play at any time and measures to ensure that confidentiality will be maintained 
to ensure that people feel more at ease acting out roles in front of others.   
 
In the past, some have been critical about the quality of communication skills 
courses (Hargie and Dickson et al. 1998).  Some doctors have complained that their 
development of communication skills is poor and direct blame towards inadequacies 
of communication skills training (Ramirez and Graham et al 1996).  Moreover, Kurtz 
and Silverman et al (2005) explain that the teaching and learning of communication 
skills is complex and bound to self-concept, self-esteem and personal styles and 
preferences.  Furthermore, how one communicates is framed around ones personal 
experience and knowledge of communication styles when interacting with other 
people (Kurtz and Silverman et al 2005), all of which suggests that communication 
skills development is the responsibility of the individual and is influenced by their 
awareness and motivation to learn and develop new skills.  
 
Considering these points further, it has been suggested that those who do attend 
communication skills courses generally do so because they are motivated to learn 
(Maguire and Booth et al 1996b), which raises questions about those who choose 
not to attend courses; or what doctors actually learn from the experience if they are 
encouraged to attend communication skills courses against their will.  This highly 
important issue remains largely unexplored.  Prior to attending a communication 
skills training course, participants are encouraged to identify a personal learning 
agenda (Wilkinson and Perry et al 2008).  This is based on their prior understanding 
and experience of clinical situations and difficult interactions with others, although 
some may argue that not all health care professionals are able to reflect on their 
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performance and judge how they may be perceived by others (Borrell-Carrio and 
Epstein 2004).   
 
Although there are some criticisms of communication skills courses, evidence from a 
number of empirical studies, support the notion that communication skills can be 
taught (Maguire and Booth et al 1996b; Fallowfield and Lipkin et al 1998; Fallowfield 
and Jenkins et al 2002a; Razavi and Merchaert et al 2003; Kurtz and Silverman et al 
2005; Wilkinson and Perry et al 2008) and can be maintained over time (Wilkinson 
and Bailey et al 1999).  While the aim of these courses is to improve the competency 
of those who attend them, there are those who believe that there is no guarantee 
that improvements will be made or sustained in the long term (Aiga and Banta 2003). 
 
One of the limitations associated with communication skills courses if that few are 
designed to assess the transference of skills over a prolonged period of time (Baile 
and Kudelka et al.1999; Maguire and Pitceathly 2002; Fellowes and Wilkinson et al 
2004; Rosenbaum and Ferguson et al.2004).  Following a systematic review of the 
literature, including 2822 papers pertaining to communication skills training, Fellowes 
and Wilkinson et al (2004) recommended that more research needs to be conducted 
to evaluate the effectiveness and impact of such courses to determine the long term 
effects of such training.  Additionally, Wilkinson and Perry (2008) recommend that 
the longer term impact of courses should be evaluated in a number of 
multidisciplinary groups.  In studies, which have attempted to elicit information about 
the enduring impact of communication skills training, it has been recognised that 
while some skills are sustained, (for example, the use of open and focused 
questions), other skills decline (for example empathy, checking a patients 
understanding and in-depth questioning of a patients psychological wellbeing) 
(Maguire and Booth et al. 1996b; Fallowfield and Lipkin et al.1998; Fallowfield and 
Jenkins et al.2003).  Why these skills are not sustained in clinical practice needs to 
be considered further if changes are to be addressed and made. 
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Optimising the long-term retention of communication skills also needs to be 
considered further, particularly in light of the findings by Maguire and Booth et al 
(1996b) who found that doctors (six months post course) felt a lack of time and a 
lack of emotional support had a direct influence on their ability to use good 
communication skills in clinical practice.  This is a key issue and one which requires 
further consideration to ensure that the influence of external factors on the 
development and implementation of communication skills are minimised (Razavi, 
Merckaert et al. 2003; Butler, Degner et al. 2005).  In addition, Maguire and Booth et 
al (1996b) also found that doctors described their concerns, that if they probed too 
deeply they may harm patients psychologically and were not convinced that such 
enquiry would be beneficial to either the patient or themselves (Maguire, Booth et al. 
1996b).   
 
This latter conflict along with knowing how best to communicate complex information 
has however been raised at the beginning of such courses when health care 
professionals have been asked to identify their learning needs based on their 
experiences within clinical situations (Maguire, Booth et al. 1996b; Fallowfield, Lipkin 
et al. 1998).  Despite attending a communication skills course, it would appear from 
WKHVHILQGLQJVWKDWDGRFWRU¶VLQLWLDOFRQFHUQDERXWHOLFLWLQJRUGLVFRYHULQJDSDWLHQW¶V
feelings or concerns, prevails post course.  The reasons for this are unclear but 
questions have been raised regarding the extent to which the nature of the situation 
DQGRUDGRFWRU¶VPRWLYDWLRQWRH[SORUHWKHHPRWLRQVRIWKHLUSDWLHQWVLQIOXHQFHVKRZ
they interact.  Maguire and Booth et al (1996b) and Fallowfield and Lipkin et al 
 LQGLFDWHIURPWKHLUUHVSHFWLYHVWXGLHVWKDWDGRFWRU¶VOevel of experience and 
seniority does not make a difference to the way they communicated and / or 
interacted with their patients and as such does seem to have much bearing on this 
problem.   
 
While it is acknowledged that the development of communication skills provides a 
valuable contribution within the cancer setting, the evidence suggests that the 
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development of effective communication skills is not best achieved or sustained, 
having attended a communication skills course.  This is a key point which raises the 
notion that while communication skills courses have their place they are falling short 
in terms of what can be achieved.  It is not clear if this is related to the teaching 
methods used on these courses, the artificial nature of these courses or whether or 
not the sustainability of communication skills is influenced by personal motivations 
and / or external influences within social situations with patients and colleagues or a 
combination of all.   
 
If effective communication skills are to be developed and sustained it has been 
suggested that greater emphasis needs to be placed on trying to explore the feelings 
and attitudes of those attending these courses to appreciate what may influence and 
/ or hinder their development of skills (Maguire, Booth et al. 1996b).  As such, rather 
than focusing on communication in terms of competency and efficiency of skills, 
further consideration needs to be given to exploring influences to learning and 
professional development within a broader context which takes into consideration 
the complex nature of how adults learn in response to trying to meet the challenging 
needs of patients and doctors alike.  For example, these might be experiential 
learning, communities of practice, and reflection and reflective practice.   
 
2.7  Experiential Learning 
 
 µExperiential learning is the sense-making process of active engagement  
between the inner world of the person and the outer world of the 
HQYLURQPHQW¶ 
(Beard and Wilson 2006:2) 
 
Many doctors will only start to become actively engaged in discussions of bad news, 
with patients diagnosed with advanced incurable cancer during medical 
consultations, on a regular basis when they begin working as a Specialist Registrar 
(SPR) within a cancer setting.  Although some doctors will have experienced these 
discussions in different clinical settings and within different contexts, this will 
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probably be the first time they manage these discussions on their own within the 
consultation.  Having experience of these encounters can be an important source of 
ongoing experiential learning for doctors. 
 
Learning from experience is considered to be a natural form of learning that is 
available to all and in the majority of cases all that is needed to learn from 
experience is the opportunity to reflect and appraise the experience, either alone or 
in the company of others (Beard and Wilson 2006).  On the surface, this approach to 
learning appears to be fairly simple and relatively straightforward but this is not 
necessarily the case as indicated within section 2.9 of this literature review.  Before 
taking this line of enquiry further it is however necessary to consider what constitutes 
an experience.   
 
'HZH\¶V ZRUN RQ H[SORULQJ WKH QRWLRQ RI H[SHULHQFH ZDV KLJKOy influential in the 
development of experiential learning, however, a concise definition of what 
experience is, is difficult to find.  Beard and Wilson (2006) believe that experience is 
a connection between doing something and being able to reflect on the action to 
help inform the development of skills.  For others, experience relates to educational 
experiences which incorporate exercises in role-play and simulation in educational 
environments (Kurtz and Silverman et al.2005), however this latter example is not 
necessarily relevant for doctors who predominantly once qualified develop 
professionally through experiential learning within clinical practice, be this in isolation 
or through direct influences of others.  One key issue relates however to what 
exactly do individuals learn from particular experiences and another relates to the 
question of what do they do with this knowledge? 
 
While experiential learning can be very powerful, it can also be haphazard.  Kurtz 
and Silverman et al (2005) believe that learning from experience within clinical 
practice is not the best approach to develop effective communication skills.  Drawing 
on the work of Byrne and Long (1976), Kurtz and Silverman et al (2005) make the 
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point that doctors tend to communicate and interact with their patients following a 
routine, standardised approach because this is how they have always behaved 
during their consultations and as such fail to notice and / or learn from their 
experiences.  This would imply that doctors are not mindful of their practice and fail 
to reflect on their actions and interactions with others, yet this may not necessarily 
be the case.  In trying to ascertain if reflective practice had a positive influence on 
diagnostic accuracy, Mamede and Schmidt et at (2008) found that in less complex 
clinical cases, doctors tended to apply automatic reasoning based on prior clinical 
experience to inform their clinical practice, whereas, complex cases were more likely 
to be reflected upon which helped inform their clinical judgement.  While reflective 
practice was not considered necessary in all clinical cases, it was deemed to be 
beneficial when encountering more complex, multifaceted problems (Mamede and 
Schmidt et al 2008).  In their conclusion, Mamede and Schmidt et al (2008) question 
how doctors determine which cases need further analytical consideration and how 
further interventions may help them make these judgements.  In this context, 
learning is more than an accumulation of facts, as learning needs to; 
 
 
µ0DNHDGLIIHUHQFHLQWKHLQGLYLGXDO¶VEHKDYLRXU LQWKHFRXUVHRIDFWLRQKH
FKRRVHVLQIXWXUHLQKLVDWWLWXGHVDQGLQKLVSHUVRQDOLW\¶ 
(Rogers 1951:280) 
 
Despite this more insightful and purposeful notion of experiential learning, Dewey 
wrote of the dangers of taking a careless attitude to learning from experience and 
explained that some professionals may fall into the trap of believing that they do not 
need to change and may question the need to change because they have not fully 
reflected on their behaviour and / or outcomes of their behaviour (Dewey 1938).  
Schön and others have contributed to knowledge in terms of how communities of 
educators and nurses (for example) engage in reflective practice, yet there is a 
tendency for doctors to reflect on their own without the support of their colleagues.  
Although experiential learning is considered to be a personal endeavour  (Dewey 
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1938; Rogers 1951), there is a need for others with greater expertise to provide 
support and guidance to help facilitate a process of experiential learning when 
necessary (Dewey 1938).   
 
7KURXJKKLVµUHIOHFWLYHWKRXJKWVRQDOLIHWLPHRIWU\LQJ¶LWLVFOHDUWKDW&RZDQEHOLHYHV
that experiential learning helps facilitate personal growth and development through a 
combination of efforts, including personal initiatives / educational support / peer 
support, and that people need some direction to help them discover what it is they 
need to learn and develop, which when left to their own devices might not happen 
(see http://learningtobeaprofessionalptsworks.com/f/A1+JOHN+COWAN.pdf).  Yet, 
evidence from empirical studies within medical practice, suggest that experienced 
doctors do not always engage in experiential learning and reflective practice.  
Whether or not they receive peer support and educational support in practice 
requires further investigation. 
 
Mamede and Schmidt (2004) found in their study to assess the characteristics of 
professional practice and educational experiences in a group or experienced primary 
care physicians that there was a decline in reflective practice as many of the doctors 
became accustomed to the various experiences they had faced throughout their 
careers (Mamede and Schmidt 2004).  In this sense, experienced practitioners are 
able in many cases to develop a skill of critical appreciation and appraisal of their 
practice (Higgs, Fish et al. 2004).  Yet, if experienced doctors do not actively engage 
in experiential learning, Dewey (1938) believes that it may make it more difficult for 
less experienced doctors to make and establish contacts with them in clinical 
practice to help facilitate their experiential learning.  While the reason for this is not 
entirely clear, it has been suggested that the clinical environment is not structured in 
such a way to support additional time for reflection of experience and the sharing of 
knowledge and expertise (Carr 2006; Knight and Bligh 2006).   
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This is an important point and builds on the notion of communities of practice and 
the expectation that practitioners will share their knowledge and experience with 
each other, which in reality does not necessarily happen.  In addition, Beard and 
Wilson (2006) propose that no one actually sees an experience in exactly the same 
way or processes an experience in the same way and imply that learning from others 
is not always helpful.  Yet in contrast, it is often valuable within a learning situation to 
try and understand the concept of experience from multiple perspectives to add to 
the depth and understanding or our experience.  The nature of this form of learning 
GRHV KRZHYHU YDU\ GHSHQGLQJ RQ WKH µH[SOLFLW RU LPSOLFLW¶ DJUHHPHQW ZKLFK H[LVWV
between people (Boud and Miller 1996).   
 
While some experiences may be stimulating and enjoyable, others may be 
challenging and influence our desire to participate in similar experiences in the 
future.  Many doctors find it difficult to communicate bad news to patients, because 
they question their level of competency and ability to disclose this information 
without causing too much distress to their patients (Buckman 2002) and yet they 
routinely engage in these discussions.  Snell (1992) found in his study, investigating 
learning at work, that it is inevitable that people will face a nXPEHURI µKDUGNQRFNV¶
within the work situation and while they may be unpleasant, provide an ideal learning 
opportunity.  If people do not learn from these experiences Snell believes that a 
µPDMRUVRXUFHRISHUVRQDODQGPRUDOGHYHORSPHQWZRXOGEHEORFNHG¶ (Snell 1992:5).  
,Q DGGLWLRQ SHRSOH ZKR H[SHULHQFH WRR PDQ\ µKDUG NQRFNV¶ PD\ ILQG WKLV WRR
overwhelming and start to withdraw from moral judgement which will stunt their 
personal growth (Snell 1992) or in the context of health care may lead to stress and 
SURIHVVLRQDOµEXUQRXW¶(Ramirez, Graham et al. 1996). 
 
There needs to be a way therefore to support practitioners and guide them through a 
process of experiential learning to help them appreciate the nature of their practice, 
and understanding of personal behaviour in order that they can make attempts to 
expand their knowledge or judgement of how knowledge can be applied to given 
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clinical situations.  In order to create and modify knowledge in practice Higgs et al 
(2004) propose a model to identify various forms of knowledge which they believe 
helps support knowledge within practice (See Figure 3). 
 
 
Figure 3: Forms of knowledge used in practice and their transformation /  
relevance   (Higgs, Fish et al. 2004) 
 
This model demonstrates how learning can be informed by a combination of non 
propositional and propoVLWLRQDONQRZOHGJH WRKHOSFUHDWHDQG LQIRUPDQ LQGLYLGXDO¶V
knowledge base and sense of knowing.  When in clinical practice the health care 
professional is able to consider the most appropriate form of knowledge and judge 
how this knowledge is best applied within a particular situation and / or how this 
knowledge may be modified or developed to meet the challenges of a different 
situation (Higgs, Fish et al. 2004).  As such, the health care professional is 
simultaneously practising their skills and developing their practice, which is further 
informed by their values, judgement and beliefs about what may or may not work 
most efficiently and effectively in a given situation; some of this knowledge will be 
tacit in nature and some will be explicitly known. 
 
 
Elaboration and 
internalisation of 
propositional 
knowledge to 
JHQHUDWHXVHU¶V
practice principles 
 
CONVERSION/ 
ENHANCEMENT/ 
EXTENSION 
Theorisation from 
or research on 
practice knowing. 
Testing in the 
public domain 
Propositional Knowledge 
Theoretical and research 
based knowledge from: 
 
The Empirical Analytical    
 Paradigm:objective, 
predictive,  empirical, 
generalisable explanatory 
knowledge (often pertaining to 
the physical world) 
The Interpretive Paradigm  
interpretive, theoretical,   
constructed knowledge of the 
social world. 
The Critical Paradigm: 
Emancipatory knowledge 
arising from critical debate 
The Creative Arts Paradigm 
 
Non Propositional 
Knowledge 
Knowledge derived from the 
rigorous appraisal and 
processing of experience, 
including: 
. Professional Craft 
Knowledge (from 
professional experience) 
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In many cases the knowledge acquired by health care professionals remains a tacit 
knowledge of experience (Higgs, Fish et al. 2004).  Tacit knowledge is generally 
viewed as procedural in nature and is often applied to various situations within 
FOLQLFDO SUDFWLFH KDYLQJ EHHQ DFTXLUHG WKURXJK LQGLYLGXDO SUDFWLWLRQHU¶V SHUVRQDO
experiences (Sternberg 2000).  Tacit knowledge is often unspoken and under-
emphasised and as such remains with the individual practitioner.  Although tacit 
knowledge may never be fully uncovered (Eraut 1994), attempts can be made to 
ensure health care professionals share their knowledge with others to develop their 
understanding of knowledge and help inform and develop their clinical practice 
(Higgs, Fish et al. 2004) and the clinical practice of their colleagues.  Under these 
circumstances doctors are able to ensure that their colleagues share in their 
knowledge and experience, defend and / or challenge assumptions and criticisms 
and make decisions about which elements of practice they wish to incorporate into 
their own clinical practice as elaborated on in the following section pertaining to 
communities of practice.  This area is crucial to my thesis as it highlights the basis 
upon which experiential learning can be used as an opportunity for effective 
professional development, which has the potential to challenge and change 
dominant styles of working.  
 
2.8  Communities of Practice 
Much of adult learning is informal and rooted in the life context of the learner and 
takes place in a variety of communities including, work, family, social situations and 
recreational groups (Hren Hoare 2006).  One model for considering how learning 
takes place in social groups is that proposed by Wenger, and his notion of 
µ&RPPXQLWLHVRI3UDFWLFH¶ 7KHGHILQLQJFKDUDFWHULVWLFVRIDFRPPXQLW\RISUDFWLFH
are conceptualised by the continual integration of learning and practice, whereby 
members of a community are encouraged to exchange knowledge and practical 
wisdom through evolving routines and ways of doing things (Wenger 1999).  As such 
a community of practice represents a group of people who share a common bond 
and engage in similar / shared activities (Merriam, Courtenay et al. 2003).  This 
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concept is further defined by Eraut (2004b) who describes a community of practice 
as a community of practitioners; 
 
µwhose identity and learning are dominated by a shared culture and 
participation in common activities; their domain is usually small and their 
DSSURDFKWROHDUQLQJLVFXOWXUDOO\VSHFLILFDQGRIWHQLPSOLFLW¶ 
(Eraut 2004b:171) 
 
Connecting with others seems to be an important aspect of developing ones 
learning.  Eraut et al (2004a) found this to be the case in their study of the early 
career developments of accountants, nurses and engineers.  Eraut et al found that 
explicit and implicit learning was more likely to occur through participation; working 
alongside others; and being able to share experiences to help overcome problems in 
practice and to develop their knowledge.  As such Wenger, states that; 
 
µ/HDUQLQJLVWKHHQJLQHRISUDFWLFHDQGSUDFWLFHLVWKHKLVWRU\RIWKDWOHDUQLQJ¶ 
(Wenger 1999:96) 
 
From this perspective, learning is central to a community of practice and as such, 
examination of communities can provide valuable insights in the nature of learning.  
In making these links explicit it is possible to understand and appreciate how adults 
learn and develop their skills within a particular social context.   
 
Within the practice of medicine, the GMC has a fundamental role to play in the 
organisation of medical education and has stipulated that a number of core 
competencies and skills be achieved and demonstrated within clinical practice or 
externally (on courses) to ensure doctors operate proficiently (General Medical 
Council 2005a).  As such, doctors are familiar with the notion of learning within the 
clinical environment and being assessed and appraised to ensure that they are fit to 
practice.  As members of a professional group, doctors have a shared understanding 
of the world that is further defined by the speciality in which they practice and 
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through explicit (what is said) and tacit (unspoken assumptions) knowledge within 
this community (Wenger 1999).   
 
Eraut (2004b) proposes that health care professionals need to establish 
relationships of trust with their colleagues before they are able to engage in 
discussions of a sensitive nature to their practice and / or perception of practice.  If 
this relationship of trust is not established or an individual is concerned about how 
they will be perceived, they are unlikely to disclose their concerns and instead will 
portray an image of affinity with their colleagues to limit any form of vulnerability 
(Eraut 2004b).  Moreover, Bate et al (2002) argue that there is little scope for 
individuals working within the NHS to share their problems, experiences and 
knowledge with others or to coach each other through difficult experiences because 
LQSDUWWKHµUDWLRQDOVFLHQWLILFSDUDGLJP¶SURKLELWVVXFKEHKDYLRXU 
 
As such, Eraut (2004b) believes that this type of behaviour explains more about the 
culture and relationship with others within a community of practice as opposed to the 
actual practice.  As a means of trying to address this problem, Bate and Robert et al 
(2002) support the idea that those engaged in communities of practice need to 
identify the nature of their culture to subsequently accommodate and support the 
idea of change to help facilitate learning and the acquisition and sharing of 
knowledge in practice.  However, in making this suggestion Bate and Robert et al 
(2002) do not provide detailed recommendations for how this may be achieved but 
suggest that motivation and commitment to change needs leadership and support 
from more experienced professionals to promote the practice of shared inquiry.  This 
ideal builds on that of Tharp and Gallimore who believe the central responsibility of 
the organisation within education is to assist the cognitive and behavioural 
development of teachers (Tharp and Gallimore 1991). 
 
Although more experienced doctors can influence the social context and culture of 
learning practices, it is also worthy to note that in doing this they can help influence 
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and support the learning needs of less experienced doctors working within their 
clinicDOHQYLURQPHQW,QDSSO\LQJWKHSULQFLSOHVRI%HQQHU¶Vµ1RYLFHWR([SHUW¶PRGHO
to consider how doctors develop their competency in disclosing bad news to patients 
within the cancer setting it is appropriate to consider the role and appointment of 
Specialist Registrars (SPR) into the cancer setting (Benner 1984).  When appointed 
as an SPR, these doctors will have decided to specialise as oncologists, having 
undertaken general medical training.  These doctors will be competent in a number 
of clinical situations but not necessarily proficient in disclosing bad news to patients 
within an outpatient consultation because the majority of them will not have been 
subjected to this situation prior to this professional appointment.  Although it has 
been reported elsewhere in this thesis that experience and seniority do not 
necessarily equate to doctors feeling proficient in the way they communicate and 
interact with their patients, individual professionals can share their experiences with 
others and guide each other through difficult situations and experiences (Eraut 
1994).  In addition open communication between professionals allows doctors to 
consider the problems inherent in the work they conduct on a daily basis.  This is a 
key issue and one which is explored further within the context of reflection and 
reflective practice. 
 
2.9. Reflection and Reflective Practice 
 
 µ7RDYRLGWKHWUXLVPWKDWDOOOHDUQLQJLVH[SHULHQWLDO,SURSRVHWRUHVWULFWWKH
WHUP µH[SHULHQWLDO OHDUQLQJ¶ WR VLWXDWLRQV WKXV UHTXLULQJ D IXUWKHU SHULRG RI
reflective thinking before it is either assimilated into existing schemes of 
H[SHULHQFHRULQGXFHVWKRVHVFKHPHVWRFKDQJHLQRUGHUWRDFFRPPRGDWHLW¶ 
(Eraut 1994:107) 
 
Reflection is seen to have a key role in enabling experiential learning to take place.  
Having touched briefly on the use of reflection in the previous section of experiential 
learning the role of reflection and reflective practice is considered further, as they are 
relevant to the continued professional development of doctors. 
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2.9.1  Origins of Reflection 
 
The original work of John Dewey was essential to the study of reflection.  In his 
SKLORVRSKLFDO ZULWLQJV LQ WKH ¶V 'HZH\ GLVWLQJXLVKHG EHWZHHQ WKLQNLQJ DQG
reflection.  His analysis of reflection lies within his interpretive interest of trying to 
understand things and make sense of the world, in order to develop the process of 
education (Moon 2007).  Dewey believed that people have a number of random 
thoughts, but this does not mean that they are all reflected on.  Reflective thinking 
followed a process of interconnected ideas that followed a logical sequence in the 
hope of establishing a conclusion (Dewey 1933).  Although Dewey was interested in 
the outcome of reflective thinking, the most important phase of reflection for him was 
the process of reflection and how people attempted to solve their problems.  For 
reflective thinking to proceed the individual needed to deliberately seek reflective 
thought and engage in reflective activity (Dewey 1933).  In summary, Dewey 
believed that reflective thinking was an; 
 
µ$FWLYHSHUVLVWHQWDQGFDUHIXOFRQVLGHUDWLRQRIDQ\EHOLHIRUVXSSRVHGIRUP
of knowledge in the light of the grounds that support it and the further 
FRQFOXVLRQVWRZKLFK LW OHDGV«LW LQFOXGHVDFRQVFLRXVDQGYROXQWDU\HIIRUW
WRHVWDEOLVKEHOLHIXSRQDILUPEDVLVRIHYLGHQFHDQGUDWLRQDOLW\¶ 
(Dewey 1933:6) 
 
Using the approach by Christopher Columbus to test his belief that the world was 
round, Dewey established a connection between reflection and experiential learning, 
as action is taken to establish and / or support our beliefs.   
 
Since Dewey, others have built on the theory of reflection and in doing so have 
added their philosophical stance.  Habermas also believed that reflection was best 
used to generate knowledge (Moon 2007).  His philosophical stance differed from 
that of Dewey in that he believed reflection was a tool used to help individuals 
develop knowledge, which was of particular interest to them (Habermas 1971).  
Rather than focus on the process of reflection Habermas was interested in the 
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QDWXUH RI NQRZOHGJH DQG DQ LQGLYLGXDO¶V motivation to reflect on one thing as 
opposed to another.  Habermas believed that reflection had an emancipator 
outcome; it helped people become self-aware by generating questions and 
understandings about themselves and society which could contribute to personal 
transformations and changes in society (Moon 2007).  
 
In summary, knowledge is first developed by the individual through interpretive 
means before it can receive a more critical overview, through evaluation and 
reflective judgement.  The role of reflection is explored further in relation to the 
reflective practitioner, through the work of Donald Schön who applied the ideas of 
Dewey through his work about how professionals think in action.  Schön was 
concerned with the development of reflective practice and learning systems within 
organisations and communities. 
 
2.9.2  A Reflective Practitioner ± Donald Schön 
Schön explored the nature of professional knowledge because he believed from his 
professional experience that professional knowledge was dominated by a µWHFKQLFDO
UDWLRQDOLW\¶ PRGHO RI NQRZOHGJH DFTXLVLWLRQ ZKLFK ZDV EDVHG RQ D SRVLWLYLVWLF
epistemology of scientific theory and techniques to solve problems with 
predetermined rules.  Schön saw this as a crisis and believed that a positivistic 
epistemology was not applicable, relevant or easily applied to professional 
practitioners because of the complex and fluid nature of their working environment 
and thus failed to take account of how professionals worked in order to try and meet 
their objectives (Schön 1983).  In response to this philosophical belief, Schön 
reconsidered the question of professional knowledge and proposed the following: 
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µ,IWKHPRGHORI7HFKQLFDO5DWLRQDOLW\LVLQFRPSOHWHLQWKDWLWIDLOVWRDFFRXQW
IRUSUDFWLFDOFRPSHWHQFHLQµGLYHUJHQW¶VLWXDWLRQVVRPXFKWKHZRUVHIRUWKH
model.  Let us search instead, for an epistemology of practice implicit in 
artistic, intuitive processes which some practitioners do bring to situations of 
XQFHUWDLQW\LQVWDELOLW\XQLTXHQHVVDQGYDOXHFRQIOLFW¶ 
(Schön 1983:49) 
 
In his search, Schön KLJKOLJKWHG WKH UROH RI µSURIHVVLRQDO DUWLVWU\¶ ZKLFK RIIHUHG D
complementary role to professional knowledge, to be used in situations which were 
uncertain, unstable and unique (Schön 1983).  He was mindful however, that 
professional practice was unique to the individual and as such it was difficult to apply 
descriptive guidelines to help inform reflection within clinical practice.  Instead, he 
proposed two general principles; reflection-in-action and reflection-on-action.  Each 
of these principles will be considered but prior to doing so it is reasonable to suggest 
that Schön has come under some criticism for not making his vision of these 
principles clear.  Eraut (1994) for one believed that Schön failed to present a 
sustainable argument to defend his definition of / and principles of reflection in action 
DQG IDLOHG WR WDNH LQWR FRQVLGHUDWLRQ WKH µWLPH¶ LW ZRXOG WDNH WR HQJDJH LQ VXFK
activities.  Schön was also criticised for failing to describe the process of reflection, 
although this did not seem to dissuade people from regarding Schön¶VZRUNDVDQ
influential contribution to the advancement of knowledge in relation to the reflective 
practitioner (Smith 1994).  
 
To introduce the notion of reflection-on-action it is appropriate to use the words of 
Schön; 
 
µ:KHQZHJRDERXWWKHVSRQWDQHRXVLQWXLWLYHSHUIRUPDQFHRIWKHDFWLRQVRI
everyday life, we show ourselves to be knowledgeable in a special way.  
Often we cannot say what it is that we know.  When we try to describe it we 
find ourselves at a loss, or we produce descriptions that are obviously 
inappropriate.  Our knowing is ordinarily tacit, implicit in our patterns of 
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action and in our feel for the stuff with which we are dealing.  It seems right 
WRVD\WKDWRXUNQRZLQJLVLQRXUDFWLRQ¶ 
(Schön 1983:49) 
 
In this statement, Schön HPSKDVLV¶VWKHQRWLRQWKDWUHIOHFWLRQLVSHUVRQDODQGLQWKLV
sense occurs within the context bound nature of the clinical situation to help 
practitioners make sense of a particular situation or experience, while generally 
thinking on their feet.  As such reflection-in-action is a problem solving activity, 
whereby a problem is considered and alternative forms of action may be tested out 
which will inform future practice.  In order to engage in this activity, the practitioner is 
believed to look at the experience as it unfolds and make connections with their 
feelings in order to compose new solutions (Smith 1994).  Although practitioners 
often think about what they are doing, their knowledge of their behaviour is not 
always easy to articulate and remains tacit in nature.  Knowledge is therefore 
described as being inherent in intelligent action (Schön 1983).   
 
Reflection-on-action is distinguishable from reflection-in-action, in that it refers to a 
way of thinking about a situation which has already taken place (Johns 2004) or a 
virtual situation which may arise in the future to consider the pros and cons of 
potential actions (Schön 1983).  Reflection occurs in response to a feeling that a 
situation is / was not necessarily normal and requires critical attention as a way of 
trying to understand the conditions of the situation and consequent behaviours.  This 
is important to try and understand what happened and what could be done to 
enhance this experience in similar situations in the future (Schön 1983).  In this 
sense, active experimentation occurs to see what might happen or it occurs in the 
hope that a desirable and intended outcome is produced.  Yet, this is not simply a 
matter of a means to an end; a practitioner needs to consider if the intended 
outcome was worthwhile and acceptable to all concerned (Schön 1983).  For 
example, a doctor may wish to disclose specific information to a patient and in doing 
so, their intended outcome is produced.  Yet if the patient was not happy about 
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receiving this information or they were not happy with the way the information was 
conveyed, then one could question whether or not this was an acceptable outcome.   
 
Reflecting on practice is all well and good but questions need to be asked and 
answered about what needs to be done in regards to developing professional 
development opportunities that build on experiential learning and reflective practice 
to explore and consider new ways of getting people to unravel their understanding of 
their experiences.  This is useful in terms of providing an alternative perspective from 
which to begin to examine the issues, as it provides an ongoing and accessible 
learning opportunity from real life situations within clinical practice to examine, how 
doctors felt during and after consultations and how patients and their relatives 
responded to various forms of interaction. 
 
A skilled and experienced practitioner may come to realise the importance of 
reflecting in and on an action to ensure that an acceptable outcome is achieved, 
having built up their knowledge and skills within a particular area.  Yet, they may find 
it difficult to explain what they know to a less experienced practitioner; 
 
µDQ H[SHULHQFHG SUDFWLWLRQHU FDQQRW FRQYH\ WKH DUW RI KLV SUDFWLFH WR D
novice merely by describing his procedures, rules and theories, nor can he 
enable a novice to think like a seasoned practitioner merely by describing or 
even demonstrating his ways oIWKLQNLQJ¶ 
(Schön 1983:271) 
 
A novice can however gain from discussing their experiences or concerns with an 
experienced practitioner who can help them consider their values and beliefs and 
behaviours through a form of supervision within the context of situated learning 
(Maudsley and Strivens 2000a)7REHDEOHWRGHYHORSWKHLUFOLQLFDOµDUWLVWU\¶WKURXJK
reflection in and on action practitioners need exposure to clinical situations to help 
consolidate their learning (Schön 1983; Moon 2007).   
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Even though individuals are able to connect to something within them through 
mindfulness and reflective practice, this is not always sufficient as they need the help 
and support of others (Johns 2004), to offer constructive advice and feedback to add 
to the individuals body of knowledge in relation to a given situation (Schön 1983).  
Being mindful is however, something that is not easily taught and needs to be 
cultivated in learners to help them reflect (Epstein 1999) as some practitioners are 
more mindful of their practice than others (Mamede and Schmidt 2004).  Having said 
this, people can feel vulnerable about sharing their experiences with peers if they do 
not feel safe to do so (Johns 2004).  Schön believes that the effects of professional 
groups need to be considered further as examined within section 2.8, and is 
considered further in the following section: reflective practice.  
 
2.9.3  Reflective Practice 
In the preceding sections, reflection was conceptualised in a number of ways; from   
Schön¶VH[DPSOHVRI UHIOHFWLRQ-in-action and reflection-on-action (Schön 1983) and 
as a problem solving process (Dewey 1933; Schön 1983) and reflection as a means 
of generating knowledge through self-reflection and self-understanding and an 
LQGLYLGXDO¶VPRWLYDWLRQWRUHIOHFWRQRQHH[SHULHQFHRYHUDQRWKHU+DEHUPDV
Habermas (1971) argued that self-reflection and self-understanding may become 
distorted by social conditions.  Health care in particular is complicated by many 
VRFLDOGHWHUPLQDQWVDQGLVIXUWKHUFRPSOLFDWHGE\WKHPHGLFDOSURIHVVLRQ¶VLQDELOLW\WR
talk to each other about difficult situations which are not technically orientated.  
Schön (1983) believed that a professional body would best be served to utilise the 
SUDFWLFHRI UHIOHFWLRQ WRFRQVLGHU WKH YDOXHVDQG µIUDPHV¶ IURPZKLFK WKH\FXUUHQWO\
practice, rather than impose all responsibility on the individual practitioner.   
 
Reflective learning is broadly accepted as a current paradigm of learning in 
professional education and this has been demonstrated clearly through the work of 
practicing professionals through various disciplines in health care (Mann 2008).  
Furthermore, empirical studies on the nature of reflective practice are rare in 
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medicine, particularly in respect to those in post registration positions; as opposed to 
the disciples of teaching and nursing for example, where reflection has been 
explored further and applied to clinical practice (Redmond 2006; Mamede and 
Schmidt et al.2008).  Although, research has been conducted to explore the use of 
reflection in undergraduate medical training, (Dornan and Carroll et al.2002; Ker 
2003) there is little evidence to suggest that reflection is practiced once qualified.  
This is despite the fact the GMC recognises the value and importance of reflective 
practice (Mamede and Schmidt 2004) and the general public expect doctors and 
other practising health care professionals to practice safely and appropriately and 
maintain professional competency (Mann 2008).   
 
Reflective practice, alternatively referred to in medicine as critical thinking is relevant 
to medical practice because problems do not always present themselves in clearly 
defined ways and doctors need to adapt to situations and apply reflection-on-action 
(Maudsley and Strivens 2000a) which will in turn enhance respect for their patients, 
and ethical decision making and shared collaboration (Boud et al. 1985; Schön 
1987; Ker 2003).  Although reflective practice may well enhance learning and 
promote a better understanding of clinical situations and patients needs, little is 
known about the benefits of reflective practice in connection with the patients 
experience (Mann 2008). 
 
Although Eraut (1994) has been critical of Schön¶VQRWLRQRIUHIOHFWLYHSUDFWLFHWKHUH
DUH OLQNV ZLWK (UDXW¶V µGHOLEHUDWLYH SURFHVVHV¶ DQG µSURFHVV NQRZOHGJH¶  7KHVH
processes require a combination of propositional knowledge, situational knowledge 
and professional judgement (Eraut 1994).  Medical education has however come 
under some criticism for dismissing any form of practical knowledge as if it were an 
automatic response to a situation as opposed to a complex set of practices 
(Maudsley and Strivens 2000a).  Mamede and Schmidt (2004) found however, 
through a questionnaire designed to elicit information about reflective thinking, 
administered to a group of primary care physicians, that reflective practice within 
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medicine did require effort and was employed by some but not all as a deliberative 
attempt to learn (Mamede and Schmidt 2004).   
 
It is necessary to explore why some practitioners engage in reflective practice and 
others do not (Jarvis 1992).  In order to do this, Jarvis believes that one needs to 
consider; 
x The relationship between thought and action 
x Consciousness of the individual 
x Social Context  
 
While Jarvis recognises that not everyone has the intention to develop their 
knowledge through reflective practice, either because they feel compelled to 
habitualise their practice, or they find it difficult to switch from technical-rationality 
because they prefer to keep an emotional distance between themselves and their 
patients; there is still a need to try and foster and nurture an environment that does 
support reflective practice (Jarvis 1992).  Everyone has the ability to learn through 
reflective practice but not everyone is mindful that they need to reflect and not 
everyone has the opportunity or encouragement to do so.  This view is supported by 
Roberts and Stark (2008) who believe that others need to support those who 
demonstrate unprofessional behaviours to help them become self aware and be able 
to self regulate their behaviour.  Jarvis (1992) suggests that managers and 
educators should ensure that there is time and opportunity for practitioners to think 
and reflect on their actions; actions which are not simulated or created for learning to 
occur, but through situations and experiences that already exist and are created 
through real encounters with patients.   
 
2.10  Summary 
Disclosing sensitive information and bad news has been identified as a complex 
challenge for health care professionals and doctors in particular.  The response thus 
far, has been driven towards health care professionals attending communication 
skills courses to develop their skills in this area.  While it is acknowledged that 
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communication skills courses have their place, there is evidence to suggest that they 
are falling short in terms of what they can achieve in terms of sustainability and 
transferability of skills into clinical practice (Maguire and Booth et al 1996b).  A 
combination of efforts including both professional and personal development 
initiatives need to be taken into consideration.   
 
In this thesis, alternative approaches to supporting learning and development in this 
area are considered which may be more appropriate to support learning and skills 
development in this area.  This is particularly so, when one considers that 
communication goes beyond disclosing information; as people do not necessarily 
become more aware just because they have been given some information; people 
are seen to control their awareness.  Before engaging with such approaches to 
learning and professional development, it is acknowledged that a greater 
understanding is needed about what goes on in consultations between doctors and 
their patients and how they experience imparting and dealing with difficult news, 
within highly complex social situations and social interactions.  This is particularly 
important when the primary focus on knowledge and a willingness to share 
information is not the only issue to be taken into consideration.  Other factors which 
play a significant part in shaping awareness and impact on open awareness contexts 
include emotions and cognitive ways of knowing (Timmermans 194) and the 
emotional work people engage in to help them sustain a desired awareness to help 
them carry on living day to day (Mamo 1999) need to be examined further.   
 
The rationale for undertaking this research is therefore twofold.  First this research 
sets out to explore key aspects of doctor and patient interactions from various 
perspectives, to explore the meanings individuals attribute to their experiences; to 
explore the changing nature of social interactions as doctors and patients meet on 
various occasions; to explore the nature of relationships particularly within the 
context of disclosing and sharing sensitive information within an Oncology setting 
which may have some influence on changing awareness and be consequential to 
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future interactions.  In addition, I wish to explore the impact and influence an 
LQGLYLGXDO¶V awareness context has on the consultation experience. 
 
Secondly, I reflect upon the data generated through this study to explore if this data 
FDQ LQIRUP WKH ZD\ SURJUHVV FDQ EH PDGH WR LPSURYLQJ GRFWRU¶V FRPPXQLFDWLRQV
and interactions with their patients (and relatives). In particular I intended to explore 
the possibility for developing richer and more effective approaches to developing 
new kinds of professional development activities for staff working in this area.   
The next chapter will set out the overall study aim and objectives in more detail and 
explains how this study was carried out. 
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Chapter 3 
Research Design and Methods 
 
3.1  Introduction 
This Chapter begins by providing an account of the methodological considerations 
which informed the development and design of the present study.  This is followed 
by an account and description of the methods used to collect data and an 
explanation of how the data was analysed.  This chapter then concludes with a 
section on reflexivity. 
 
3.2  Research Aims and Objectives 
The purpose of this study was to investigate the experiences of patients diagnosed 
with advanced incurable cancer and the doctors who conducted their medical 
consultations, particularly in regards to talking about sensitive issues and dealing 
with bad news.  To this end the research objectives were purposefully broad in order 
to facilitate an open-ended inquiry: 
 
1. To observe and examine how doctors and patients manage and control 
the disclosure and receipt of sensitive information and bad news in an 
Oncology outpatient setting. 
 
2. To explore the feelings associated with dealing with sensitive 
information and bad news, when patients are first referred to the 
Oncology department and as they progress through their illness. 
 
3. To examine how the FRQFHSW RI µDZDUHQHVV FRQWH[WV¶ FDQ KHOS
understand the perspectives of both doctors and patients in the 
FRQVXOWDWLRQ DQG H[SORUH WKH LPSDFW DQG LQIOXHQFH DQ LQGLYLGXDO¶V RZQ
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4. To critically reflect upon doctor-patient communication in such situations 
ZLWK D YLHZ WR FRQVLGHULQJ IXWXUH VWUDWHJLHV IRU GRFWRUV¶ FRQWLQXLQJ
professional development. 
 
I wished to explore key aspects of doctor and patient interactions, from various 
perspectives, to explore the meaning individuals attribute to their experiences; to 
explore the changing nature of social interactions as doctors and patients meet on 
various occasions; to explore the nature of relationships particularly within the 
context of disclosing and sharing sensitive information within an Oncology setting 
which may have some influence on changing awareness and be consequential to 
future interactions.  I also wished to reflect upon the data generated through this 
study to explore if this data can inform the way we SURFHHG WR LPSURYH GRFWRU¶V
communications and interactions with their patients (and relatives); to explore where 
there is a need to focus efforts in order to make a positive contribution to future 
professional development in this area.  In addition to this, there is a need to consider 
what lessons can be learnt for the broader health care team in relation to their 
interactions with patients, relatives, and colleagues. 
 
3.3  Why choose a Qualitative Strategy? 
Empirical enquiry can be viewed in a number of ways as attempts are made to make 
sense of the social world.  The various approaches encompass both theory and 
method and have been the focus of many complex discussions and arguments.  
Much of this debate has centred on the characteristics and distinctions of qualitative 
approaches and quantitative approaches to research  (Murphy, Dingwall et al. 1998).  
It has been customary to characterise these methods as positivistic or naturalistic; 
objective or subjective and realist or relativist  (Denzin and Lincoln 1994).  However, 
while researchers are influenced by their epistemological and methodological beliefs 
Murphy et al (1998) and Hammersley (2002) believe that the nature of the research 
question should ultimately influence the choice of approach to be used within a study 
to ensure that the research question is answered in the most effective and efficient 
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manner, otherwise a preoccupation with philosophical issues can detract from the 
main purpose of the study (Hammersley 2002).   
 
Although there are distinctive philosophical and theoretical approaches to qualitative 
inquiry, it is commonly accepted that they are naturalistic and interpretive in nature 
(Denzin and Lincoln 2003; Snape and Spencer 2003).  Qualitative research 
approaches have been shown to provide the sort of experiential understanding that 
the present study aims to achieve by seeking to understand how doctors and 
patients describe and attribute meaning to their experiences and how they are 
observed to interact with each other during consultations within the cancer setting.  
In the present study an ethnographic approach to qualitative inquiry was chosen and 
the rationale for this choice is now presented. 
 
3.3.1  Utilising an Ethnographic Approach 
Ethnography as a tradition has primarily been associated with anthropological 
research and has been used within the social sciences and the discipline of 
sociology in particular.  In more recent times however ethnographic research has 
been used within a number of different settings including education (Wolcott 1999) 
and health and medicine (Bloor 2001).  Many writers have been reluctant to define 
the concept of ethnography because of its complex history and broad field (Wolcott 
1999; Bloor 2001; Hammersley and Atkinson 2005), however, it is generally 
recognised that:  
 
µ(WKQRJUDSK\ LV QRW RQH SDUWLFXODU PHWKRG RI GDWD FROOHFWLRQ EXW D VW\OH RI
research that is distinguished by its objectives, which are to understand the 
social meanings and activities of people in a given field or setting, and its 
approach, which involves close association with and often participation in, 
WKLVVHWWLQJ¶ 
(Brewer 2000:11) 
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Ethnography is particularly suited to helping researchers understand interactions as 
they occur in their natural settings, as is evidenced in the work of Glaser and 
6WUDXVV¶V HWKQRJUaphic study of death and dying in American hospitals during the 
¶V $OWKRXJKWKHUHDUHYDULDWLRQVWRHWKQRJUDSK\RQHRIWKHFRPPRQIHDWXUHV
sees the researcher getting out in the field (in the natural setting) and observing how 
people interact with each other; taking into consideration how and why they behave 
in the way that they do during face to face encounters and how they apply and 
express meaning to and from their actions / interactions within the context and 
location in which this all takes place (Wolcott 1999; Timmermans and Tavory 2007).   
 
These activities occur and evolve over time and provide an opportunity for the 
researcher to see how situations change and / or meanings change through a series 
of interactions, and as such capture a number of realities that have been constructed 
through their experiences.  This was observed in an ethnographic study conducted 
by The (2002) over a five year period to monitor the process of illness among 
patients diagnosed with lung cancer.  In this study, she explains how the 
ethnographic approach provided her the opportunity to follow a group of patients 
throughout their illness and observe their many and varied interactions with health 
care personnel and family members, an approach which in many ways aligns and 
typifies my reasons for selecting this methodology.  In using an ethnographic 
approach The (2002) was afforded the opportunity to explore the often tacit aspects 
RINQRZOHGJHLQUHODWLRQWRµRSWLPLVP¶DQGKRZSDWLHQWVYLHZHGWKHLUIXWXUHVDQGKRZ
health care personnel viewed their interactions with patients.  
 
The meanings and interpretations of experience are fluid and as such influences and 
produces participants reality and their perception of truth at any given time, 
something which is constantly being shaped by their actions and interactions 
(Strübing 2007).  One of the strengths of being present as interactions occur means 
that the researcher is able to capture material first hand, rather than retrospective 
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reflections which may result in more general abstractions (Timmermans and Tavory 
2007).  The design of the study follows on from the stated approach taken. 
 
3.4  Research Design Decisions 
The nature of my research questions means that a simple hypothesis, testing 
positivistic research design would not be appropriate.  The clearly stated intention of 
the study was to explore the in-depth experiences and meanings that individuals 
apply to their social interactions with others.  Whereby, meanings are informed by 
multiple and shifting realities which are influenced by both personal and social 
factors, which may confront personal beliefs and behaviours.  The objectives and 
GHVLJQ IHDWXUHV RI WKLV VWXG\ ZHUH LQIOXHQFHG E\ WKH µDZDUHQHVV FRQWH[Wµ WKHRU\
originally developed by Glaser and Strauss in the ¶V DQG VXEVHTXHQW
PRGLILFDWLRQVSURSRVHGE\7LPPHUPDQVDQG0DPRLQWKH¶VZKLFKKDYHEHHQ
presented in Chapter Two, Section 2.2 of this thesis. The theory has primarily 
evolved from within the context of death and dying but has since been applied to 
various disciplines of health care (Hellstrom and Nolan et al. 2005).  The theory is 
central to the study of interaction and communication, which I seek to explore further 
in this study. 
 
0XFKRIWKHµDZDUHQHVVFRQWH[WWKHRU\¶KDVEHHQGHYHORSHGIURPDsociological and 
introspective ethnographic approach.  Glaser and Strauss (1965) were originally 
surprised to learn that a number of patients in hospital were unaware that they were 
dying.  Through their investigations to primarily observe how patients and hospital 
staff interacted with each other when communicating information they noted, how a 
state of secrecy was often created by hospital staff and a number of relatives.  This 
led them to explore how people managed the disclosure of information; to explore 
whether or not people were willing to share information, and to observe the resulting 
interactions.  Glaser and Strauss (1965) attended various wards within a number of 
hospitals in order that they could compare their observations from one setting to 
another.   
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In their critiques of this original awareness context theory, Timmermans (1994) and 
Mamo (1999) have noted that the primary focus of knowledge and a willingness to 
share knowledge does not take into account how other factors play a significant part 
in shaping awareness, particularly within an open awareness context; and 
modifications to the original context were recommended.  Both of these researchers 
use introspective ethnographic approaches to explain why their proposals were 
valid.  Timmermans (EHOLHYHG WKDWHPRWLRQDO LQIOXHQFHV LQWHUIHUHGZLWKRQH¶V
ability to process information and Mamo (1999) extended this belief further to 
VXJJHVW WKDW SHRSOH HQJDJHG LQ µHPRWLRQDO ZRUN¶ WR KHOS WKHP FRSH ZLWK WKH
information they were given.  Mamo (1999) believes that emotional work, whereby 
people construct a particular image to hide or control how they are feeling in front of 
others is not always recognised or acknowledged within biomedicine (Mamo 1999).   
 
, DUJXH WKDW LQRUGHU WRXQGHUVWDQG µUHVXOWLQJ LQWHUDFWLRQV¶ IXUWKHU LW LVQHFHVVDU\ WR
explore and compare the multiple perspectives of doctors and patients and others; 
including my observations of their encounters to deepen an understanding of their 
experiences and motivations for interacting in a particular manner, as they meet 
within the medical consultation.  In doing this I consider how they manage and 
control the disclosure and receipt of sensitive information and bad news and explore 
how this impacts on the other and whether or not the doctor in-particular is insightful 
RI WKHLU SDWLHQW¶V QHHGV FRQFHUQV DQG HPRWLRQV  , DOVR H[SORUH WKH IHHOLQJV
associated with these discussions from the time the patient is referred to the 
Oncology department and as they progress through their illness.  I argue that there 
is a need to understand the behaviours of doctors better within the medical 
consultation and to do this use an interdisciplinary approach, drawing on sociology, 
health and education to inform how clinical practice can be improved through 
continued professional development to improve patient care. 
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In addition to framing this research theoretically, there is clearly a need for a 
framework to guide the research process (Mason 2002; Silverman 2005).  The main 
framework I chose to use to guide this study is summarised below;  
 
Empirical ±  Data was to be gathered from observing medical 
consultations and from interviewing both doctors and 
patients during semi structured interviews proceeding each 
consultation. 
Prospective ±  A group of doctors and patients are identified and followed 
forward in time to explore their experiences from their initial 
meeting with each other and throughout the course of the 
SDWLHQW¶VLOOQHVV 
Located within - To explore the contexts of awareness situated within clinical 
an Oncology       practice, whereby sensitive information and bad news is 
outpatient                      communicated 
department 
 
During the earlier phase of the study, time was spent formalising and clarifying this 
framework.  This phase of the study was informed by drawing on my experience and 
the experience and knowledge of my supervisors and medical colleagues and 
through a review of the methods which had already been used in similar studies to 
this.  Although this framework remained throughout the conduct of the study, 
adjustments were made from the original plan as the study was undertaken in 
practice.   
 
It became evident early on that the study could be conducted in two parts.  Prior to 
conducting the main part of the study (with doctors and patients) a preliminary study 
was undertaken with doctors alone.  The rationale for this was to gain an 
understanding of: 
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x How doctors felt they prepared for their consultations 
x How doctors felt about communicating bad news to patients with advanced 
incurable cancer 
x How doctors felt they interacted with patients 
x How doctors developed their communication skills 
 
The findings of this preliminary study were used to inform and supplement 
information generated from the main study.  The selection and recruitment of doctors 
is documented in Section 3.6.2. 
 
Patients were recruited into the main part of the study.  A longitudinal, prospective 
approach was applied to this part of the study with a view to exploring doctor and 
patient experiences as they occurred within medical consultations.  In contrast to this 
approach, retrospective studies seek to explore the views of people about their past 
experiences (Gilbert 2005).  Yet, it was clear from the outset that a prospective 
approach enabled me to colOHFW ULFK LQ GHSWK GDWD DW WKH µLQGLYLGXDO  PLFUR OHYHO¶
(Cohen and Manion et al. 2000), which had featured successfully in similar studies to 
this (See The 2002). 
 
A cohort approach was chosen, to capture the experiences of a group of patients 
over a specified period of time (Cohen and Manion et al.2000) from initial referral 
and as patients progressed through their illness.  This decision had been made 
because disclosing sensitive information and bad news does not occur during a 
single encounter but durLQJ YDULRXV FRQVXOWDWLRQV WKURXJKRXW WKH SDWLHQW¶V LOOQHVV
$GGLWLRQDOO\DSDWLHQW¶VLOOQHVVGRHVQRWUHPDLQVWDWLFDQGDVVXFKWKH\PD\UHFHLYH
sensitive information and bad news on more than one occasion.  Changes may also 
occur in the way patients are treated with active cancer drugs throughout the course 
of their illness, which means that their expectations and hopes may change as one 
treatment is stopped and they wait to see if another treatment is started.   
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It was envisaged that patients diagnosed with an advanced incurable cancer were 
likely to receive bad news within a relatively short space of time.  With this in mind, a 
decision was made to see patients at the following time points; during their initial 
consultation with the Oncologist, and then again at 2, 4 and 6 months.  Through a 
reflexive process, adjustments were made to this part of the plan as the study was 
undertaken in practice as it was deemed unworkable and naively simplistic.  Making 
changes during the conduct of qualitative enquiry is not uncommon; 
 
µThe design of a qualitative study should be able to change in response to 
the circumstances under which the study is being conducted, rather than 
VLPSO\EHLQJDIL[HGGHWHUPLQDWLRQRIUHVHDUFKSUDFWLFH¶ 
(Maxwell 2005:7) 
 
Rather than adhere to a strict schedule, I liaised closely with clinic co-ordinators to 
find out when patients were due to be seen in the outpatient department and to learn 
of the purpose of each visit.  I was mindful that patients may associate my 
appearance at their consultation with that of hearing bad news, and wished to try 
and avoid this as much as possible by attending a range of consultations, for 
example; a follow up appointment because the patient had completed or stopped 
taking a course of active treatment; or when they may were attending the clinic to 
learn of the results of recent investigations; or because they had been unwell and 
wished to be seen by their Oncologist.   
 
Patients were informed from the outset that I may attend any of their consultations 
and were asked prior to each consultation if they were happy for me (or not) to 
attend their next consultation.  While the intention from the outset had been to see 
patients on more than one occasion, this was not always practical in reality.  Some 
patients were lost to follow up, either because they were referred to another hospital 
for treatment, or because they died during the conduct of the study.  To help the 
reader understand what a single case was and what developed over several 
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meetings, reference will be provided by each case, to provide this information in the 
analysis chapters.  The loss of subjects to cohort studies is inevitable (Cohen and 
Manion et al. 2000) and even more inevitable when the people to be investigated 
have a life threatening illness.  Due to the uncertain nature of their illness and the 
various treatment options available to patients, it was difficult to foresee what the 
attrition rate would be throughout the study and how / where patients were to be 
treated, although it was expected that most patients would remain in follow up at this 
centre.   
 
One of the primary objectives of this study had been to understand how doctors 
communicated the discontinuation of active cancer treatments and to explore how 
patients felt about this; to understand what happened to them at this time.  In reality, 
however, it was difficult to define the end of active cancer treatment.  Some patients 
stopped treatment due to disease progression or because they could not tolerate the 
side effects of treatments, but this did not mean that they did not receive further 
WUHDWPHQW DW D ODWHU GDWH RU D µZDLW DQG VHH SROLF\¶ HQVXHG ZKHUHE\ WKH RSWLRQ RI
treatment in the future was deemed possible; while others continued to have 
treatment indefinitely and some patients did not go on to receive active treatment at 
all.  Therefore, it was difficult to focus on this aspect of care alone, as each case was 
different.   
 
In addition to this, further adjustment needed to be made once the study was 
undertaken in regards to the sample.  Doctors and patients were the primary focus of 
this study as through my clinical practice and close working arrangement with 
doctors, I had become increasingly aware of some problems doctors and patients 
encountered with each other when disclosing and sharing sensitive information 
within the medical consultation.  Although doctors were the primary information giver 
in this Oncology department I was aware that outpatient nurses generally 
accompanied patients (and their relatives if present) into the consulting room and 
tended to offer additional support in some cases once the patient left the consulting 
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room.  As the consultations were to be observed, the interactions and involvement of 
relatives and nurses was also integral to this study and could not be dismissed.  
However, in reality, nurses frequently removed themselves from the consulting room, 
which meant that their involvement in this study was limited.  This issue is 
considered further through my reflexive accounts (See Section 3.10.2).   
 
Furthermore, information is not always disclosed by one person, patients may see a 
number of doctors throughout the course of their illness which may have some 
bearing on their actions / interactions and how they apply meaning to their 
encounters.  Although, some may question the comparability of the data it is normal 
practice for patients to see different doctors when attending their consultations, so 
the data is directly related to real life situations.  Although it is common practice for 
some clinical nurse specialists to manage consultations or be directly involved in the 
disclosure of sensitive information and bad news, this was not common practice 
within this department.  For this study, it was necessary to generate theoretical 
interpretations based on existing practice within the cancer department in order to 
consider how insight gained from this study could contribute to professional 
development in this area.  
 
3.5  Research Ethics 
Ethical approval was obtained from the Local Research Ethics Committee and from 
the local Research and Development Department.  In keeping with good research 
practice, the Principles of Good Clinical Practice (Appendix I) provided the ethical 
guidance for this study. 
 
The Ethics Committee were predominantly concerned with if / how I would intervene 
if I felt that a doctor was not communicating effectively with a patient during a 
consultation, which was considered to be detrimental to a patients care.  In response 
to this question, it was explained that I was not an assessor or trainer of 
communication skills and was therefore not in a position to judge a doctors ability.  
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However, as a nurse I was governed by my professional code of conduct and would 
discuss any concerns with a relevant other and respond accordingly.  The Ethics 
Committee were satisfied with this response. 
 
In addition, the Ethics Committee were advised that due to the sensitive nature of 
this study, the psychological wellbeing of patients was taken into consideration 
during the design of the study.  General Practitioners were to be sent letters 
(Appendix II) to notify them that one of their patients had consented to participate in 
my study and that should the patient become distressed their services may be called 
upon.  The Ethics Committee approved of this action, but there was no need to call 
upon the services of   
General Practitioners service within the context of this study. 
 
3.6  Sampling Decisions 
Devers and Franklin highlight the need for a researcher to make the design of their 
VWXG\µPRUHFRQFUHWHE\Geveloping a sampling framH¶'HYHUVDQG)UDQNHO
This frame incorporates the criteria for selecting a research site and research 
subjects with a view to answering the research aims and objectives and with a view 
to explaining how research subjects will be approached and recruited into the study, 
bearing in mind the ethical principles of the research and informed consent.  Given 
these recommendations, the sampling and recruitment issues are discussed in detail 
below. 
 
3.6.1  Research Setting and Negotiating Access  
The research was conducted in a large cancer centre of an NHS Trust Hospital.  The 
cancer department is one of 34 cancer centres in England and Wales.  In 2004 / 
2005 the department saw within the region of 19,700 patients within the outpatient 
department.  Access to this department was obtained by seeking the support of the 
Director of Oncology and Haematology.  Arrangements were also made to meet the 
Head Nurse of Oncology and Matron in charge of the outpatient department.  The 
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nature and purpose of the study were explained in detail and questions were 
encouraged and answered.   
 
As this research would take place within the outpatient department arrangements 
were made to discuss the nature of the study with the outpatient nurses.  The 
intention was to gain their support and to minimise any concern that they may have 
in regards to my presence within the department.  The nurses were integral to the 
running of the outpatient department and were likely to be present during patient 
consultations.  Verbal consent was obtained from each of the nurses to allow me to 
observe their interactions within the consultation and while escorting the patient out 
of the consultation.   
 
During the planning of the research, my interest in conducting this research was 
generally supported by nurses, doctors, and clinic co-ordinators who would become 
an integral part of this study.  Several concerns were raised however, in relation to 
the timing for approaching patients to participate in the study.  This was particularly 
important bearing in mind that I wished to observe new case consultations with 
patients and their doctors.  For example, some patients were seen in the Oncology 
outpatient department within a couple of days of learning they had cancer.  There 
was some concern that these patients may learn of their diagnosis, having received 
a letter in the post inviting them to participate in this study.  In meeting the 
requirements of Good Clinical Practice it was necessary to send patients letters, 
inviting them to participate in the study, at least 24 hours in advance so that they had 
time to consider whether or not they wished to participate in the study.  It was felt 
that they should not be approached to participate in the research if there was a 
danger that they had not been informed of their diagnosis through the appropriate 
channels.  
 
Furthermore, some patients may receive additional information, inviting them to take 
part in clinical trials and it was felt by one Consultant that it may not be appropriate 
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to burden them with an additional request to participate in research.  This view did 
however, have a paternalistic overtone, which meant that the patients choice to 
participate in this study may be removed from them.  In such cases, it was 
considered important for patients to be informed of the advantages and 
disadvantages of taking part in this study, should they wish to speak with me, and to 
ensure they were informed of their right to withdraw from the study at any time 
without their care being compromised in any way, should they wish to participate.   
 
3.6.2  Selection and Recruitment of Doctors 
Participants are chosen with a view to providing specialised knowledge and / or 
experience of a phenomenon to be investigated (Burgess 1991) and as such 
purposive sampling was employed (Silverman 2005).  Defining the sample is the first 
step towards determining the inclusion and exclusion criteria for selecting 
participants (Ritchie and Lewis 2003).  In the present study, doctors were selected 
on the grounds that they would inform the study through their knowledge and 
experience of communicating and interacting with patients diagnosed with advanced 
incurable cancer.  As a starting point, I identified Consultants who treated and cared 
for patients diagnosed with advanced incurable cancer who worked within the cancer 
centre. 
 
Consultants 
The rationale for selecting Consultant Oncologists to participate in this study was 
twofold.  Firstly, it was necessary to recruit Consultants who were willing to 
participate in the study and managed the care of patients diagnosed with advanced 
incurable cancers.  Secondly, as the Consultants acted as gatekeepers to patients, I 
needed to select and recruit Consultants who were willing for me to approach their 
patients.  This was an important element of the selection and recruitment process as 
one of the aims of the study was to observe the interactions between doctors and 
patients and to obtain their combined perspectives of experiences within the 
consultation. 
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Four Consultants within the Oncology department were identified who regularly 
treated and cared for patients diagnosed with an advanced incurable cancer.  Each 
of the Consultants were approached to discuss the research proposal and to 
ascertain their views about participating in the study.  A letter of invitation (Appendix 
III) and information sheet (Appendix IV) were also given to each of the Consultants.   
Each of the Consultants expressed their interest to participate.  However, one of 
these Consultants left the department before the study had commenced; his 
replacement was fortunately willing to participate.  In addition to this, another 
Consultant expressed concern that it would be difficult to access his patients in time 
for me to observe the patients new case consultation because of the speed in which 
KHUHFHLYHGKLVUHIHUUDOVDQGPHWWKHSDWLHQWLQWKHRXWSDWLHQWFRQVXOWDWLRQ7KHµWXUQ
DURXQG¶ZDVVRPHZKHUHLQWKHUHJLRQRIKRXUVDQGWKLVIDFWRUPDGHLWGLIILFXOWWR
send the patient an information sheet in time to give them 24 hours to consider their 
participation in the study.  There was a danger that these patients may not be fully 
informed of their diagnosis of cancer.  A mutual decision was therefore made to 
exclude this Consultant from the study.  One of the Consultants who did agree to 
participate in the study played a significant part in the initial design of the study and 
acted as a Clinical Supervisor.  His involvement was however limited in regards to 
data collection and analysis decisions in the hope that this would reduce any bias 
that may result from his involvement.   
 
In total, three Consultants proceeded to provide written informed consent (Appendix 
V) to participate in the study.  The selection and recruitment process took place in 
preparation for the preliminary part of the study to begin.  The selection and 
recruitment process for Consultants is presented in Figure 4. 
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Figure 4 - Recruitment of Consultants 
 
Specialist Registrars 
Having identified the Consultants who were willing and able to participate in the 
study, I also needed to bear in mind that Consultant Oncologists do not run their 
outpatient clinics alone.  Having prior knowledge and understanding of this 
department, I was aware that Consultants were supported by a team of Specialist 
Registrars 6S5,WZDVQHFHVVDU\WRDSSURDFKDOORIWKH6S5¶VZKRZRUNHGZLWKLQ
the cancer department to ask if they would be willing to participate in the study.  To 
put this in context, a Consultant and SpR work alongside each other in the outpatient 
clinics.  The patient may therefore, be seen by either the Consultant or by the SpR.  
Identify Consultants to 
participate in the study that have 
patients eligible for recruitment 
into this study 
Ask the Consultant if they are happy for 
me to approach their patients 
Agree Do not Agree 
Invite the Consultant to participate in 
the study ± provide letter of invitation 
and study information sheet 
Agree to participate ± Obtain 
written informed consent 
Do not Agree 
Conduct first interview 
(preliminary study) 
Proceed to main part of the study 
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,WZDVQHFHVVDU\ WRDSSURDFKDOORI WKH6S5¶VIRU WKHLUSDUWLFLSDWLRQ LQWKHVWXG\DV
they each rotated between Consultants on a four monthly basis and because they 
cross covered foUHDFKRWKHU LQFOLQLFV LIDGRFWRUZDVDEVHQW  ,IDQ\RI WKH6S5¶V
declined to participate in the study, this would need to be borne in mind when a 
patient attended their outpatient consultation to ensure they were seen by a doctor 
who had agreed to participate.  Only one SpR declined to participate in the study 
because he felt he already had too many demands on his time.    
 
(DFK RI WKH 6S5¶V ZHUH VHQW D OHWWHU RI LQYLWDWLRQ DQG DQ LQIRUPDWLRQ VKHHW LQ WKH
internal post.  They were asked to either notify me in person, by email or to use the 
reply slip attached to the back of the information sheet to notify me of their decision 
to participate (or not) in the study.  Once notification was received, an appointment 
ZDVDUUDQJHGZLWKHDFKRIWKH6S5¶VWRSURYLde verbal clarification of the study and 
to provide the opportunity for them to ask questions, which I tried to answer.  Each of 
WKH6S5¶VZKRDJUHHGWRSDUWLFLSDWHLQWKHVWXG\SURYLGHGZULWWHQ LQIRUPHGFRQVHQW
(Appendix V).  A summary of the recruitment VWUDWHJ\ IRU 6S5¶V LV LOOXVWUDWHG LQ
Figure 5. 
 
7RDLGFODULW\WKHWHUPµGRFWRU¶KDVEHHQXVHGJHQHULFDOO\WKURXJKRXWWKHZULWWHQWH[W
ZKHQGHVFULELQJ&RQVXOWDQWVDQG6S5¶V  Many of the doctors were approached in 
May 2006 and three more were approached in January 2007 when they started 
working within this cancer centre.  Demographic details of doctors can be found in 
Section 3.6.5. 
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Figure 5  RHFUXLWPHQWRI635¶V 
 
3.6.3 Selection and Recruitment of Patients 
Patients diagnosed with an advanced incurable cancer were approached with a view 
to recruit them into this study if they had been referred to one of the Consultants 
participating in the study.  Patients were approached to participate in the study if 
they had been diagnosed with oesophageal cancer, small cell lung cancer, non-
small cell lung cancer with metastatic disease, gastric cancer and metastatic colon 
cancer.  The expected median survival time for these patients was within the region 
of 6-12 months, which meant that they were ideally suited to this study if I wanted to 
capture various stages of their illness, whereby sensitive information and bad news 
may be disclosed, to explore how contexts of awareness were managed and 
experienced.   
 
The selection and recruitment of patients was very much reliant on the support and 
involvement of clinic co-ordinators.  Each clinic co-ordinator who worked for one of 
the participating Consultants were asked for their help and support and any advice 
they may be able to offer in regards to approaching their patients (for further 
information go to section 3.6.5).  The criterion for patient inclusion was: 
 
Invite all Specialist Registrars to 
participate in the study: provide letter 
of invitation and study information 
sheet 
If they show interest ± 
Meet to discuss the study 
in more detail ± answer 
questions and obtain 
written informed consent 
Do not Agree 
Conduct first interview 
(in preliminary study 
Proceed to main part of the 
study 
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x Over 18 years of age 
x Have a new diagnosis of advanced incurable cancer or a recurrence of 
disease which was progressing 
x A median survival period between 6-12 months 
x Willing to participate in the study and provide written informed consent  
x Patients must be aware of their diagnosis 
 
A decision was made to recruit patients over the age of 18 because it was believed 
that the needs of patients under this age may differ from those of adults.  Patients 
were excluded from being approached if they were unable to consent for themselves 
or if they had a cognitive impairment, whatever the aetiology as this would make it 
difficult to interview them and ask questions about their experiences 
 
A summary of the recruitment strategy for patients is illustrated in Figure 6. 
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Figure 6 - Recruitment Strategy for Patients 
Liaise with clinic co-
ordinators to identify potential 
patients 
Clinic co-ordinator to send the patient a letter 
of invitation and patient information sheet in 
the post  
Await patient response form / telephone call to 
clinic co-ordinator or Consultants Personal 
Assistant 
Maintain regular 
contact with support 
personnel 
Agree No Response 
x Meet Patient 
x Discuss study 
face to face, 
answer any 
questions 
x Obtain consent 
x Document their 
involvement in 
the study in 
their medical 
notes 
x Notify the 
doctor the 
patient is 
participating in 
the study 
x Liaise with the 
outpatient 
nurse 
Observe consultation / audio 
record and arrange interviews 
with the patient and doctor 
Clinic co-ordinator to ask 
patient when they book in 
for their appointment with 
the doctor, if they are happy 
to meet with me to discuss 
the study 
Yes 
No 
Patient 
thanked for 
their time 
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An initial decision had been made to try and recruit between 20 and 25 patients.  
Although there is little guidance to help determine the size of samples (Gerrish and 
Lacey 2006), it was felt that this was an appropriate number to aim for because it 
was apparent from the qualitative literature that this number of participants would 
generate a significant quantity of rich data.  However, during the recruitment phase 
of the study a decision was made to stop recruitment with 16 patients.   
 
The rationale for this was twofold.  Firstly, the longitudinal nature of the study had an 
influential effect on the decision as a significant amount of data was being 
generated.  Since qualitative research is used to collect in-depth data, it was more 
appropriate to retain depth rather than breadth in terms of the sample size as 
highlighted by Ritchie and Lewis (2003).  Secondly, it was initially anticipated that the 
recruitment of patients and collection / analysis of data would take approximately 12 
months; however, this had proved to be optimistic.  It was initially envisaged that it 
would take within the region of 3-4 months to recruit patients to the study and the 
remaining 8 months would be spent collecting data through various stages of the 
SDWLHQW¶V LOOQHVV DQG DQDO\VLV ZRXOG RFFXU FRQFXUUHQWO\ ZLWK GDWD FROOHFWLRQ  7KH
actual recruitment period lasted for 9 months; from August 2006 until April 2007.  
During this time 16 patients were recruited into the study.  Although the figure was 
lower than anticipated, a decision was made at that point between my supervisors 
and myself to halt patient recruitment.  Having already started to analyse the data 
there was some confidence that categories were emerging and a number of 
comparisons could be made within the data.  The demographics of patients who 
participated in this study can be found in Section 3.6.5. 
 
It was unfortunately inevitable that some patients may be lost to follow up during the 
study.  It was envisaged that these patients were experiencing a difficult time in their 
lives and may decide that they did not want the added burden of participating in a 
research study.  Those who did agree to participate may also sadly die during the 
conduct of the study; I had no control over these factors.  Once recruited into the 
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study, patients did not withdraw their consent, however, some did sadly die and 
some were lost to follow up as they were transferred to another hospital for care.   
 
3.6.4  Issues of Consent 
Written informed consent was obtained from doctors and patients in line with the 
Local Research Ethics Committee request to do so.  As Gerrish and Lacey (2006) 
highlight, it was necessary to ensure that doctors and patients continued to provide 
their consent due to the longitudinal nature of the study.  This was ensured by asking 
both parties if they were happy for me to attend and observe their consultations and 
for me to interview them following the consultation.   
 
It was not uncommon for relatives to be present during consultations or for them to 
be present during interviews.  In instances such as this, Mason (2002) asserts that a 
researcher has a responsibility and a moral obligation to consider the implications of 
this within their research practice.  Relatives were not the key focus of the study, 
however it was anticipated that they would be present during consultations.  As such 
verbal consent was obtained from them for me to observe their interactions and 
involvement during consultations.   
 
The same relative often accompanied the patient on their visits to the outpatient 
department and as such they were present during my initial discussion with the 
SDWLHQW DERXW WKH QDWXUH RI WKH VWXG\ LPPHGLDWHO\ SULRU WR REWDLQLQJ WKH SDWLHQW¶V
written consent.  As such the relative received the same information about the nature 
of the study and had the same opportunity to ask questions.  In addition, some of the 
relatives were present during the conduct of interviews with the patient, (this was 
often at the patients request) and inevitably participated in the discussions.  In these 
cases, the relative was asked if they were willing for me to use the information they 
provided.  This question was asked on each occasion, either prior to the interview or 
following the interview.  None of the relatives refused.   
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3.6.5  Study Participants 
 
Doctors 
All of the doctors, except one were interviewed during the preliminary stage of the 
study.  Basic demographic details can be seen in Table 1.  Once recruited, all of the 
doctors remained in the study.   
 
Grade Gender 
3 Consultants 2 Male 
1 Female 
13 Specialist Registrars 6 Male 
7 Female 
Table 1: Demographics of doctors participating in the study 
 
Some doctors participating in the present study knew me as a nurse and colleague, 
as I had worked in the cancer department for a number of years as a senior nurse.  
As such I had already established a number of relationships based on trust and co-
operation albeit within a different capacity.  Jorgenson (1989) highlights that 
establishing relationships based on these qualities helps the researcher gain a 
rapport with others and make friends within a particular research setting.  I was 
however apprehensive about how I would be perceived within my role as observer 
as I was acting and interacting with them in a different capacity.  Some doctors 
explained however, that they became accustomed to my presence in consultations, 
with some oIIHULQJ DVVXUDQFHV WKDW WKH\ µIRUJRW , ZDV WKHUH¶  ,Q RWKHU LQVWDQFHV
SDUWLFXODUO\ LQ WKHHDUOLHUVWDJHVRI WKHVWXG\VRPHRI WKH6S5¶VVDLG WKDW WKH\ IHOW
conscious of my presence and they questioned whether or not they had acted 
differently towards the patient.  In addition, several doctors indicated that they 
thought I was present during their consultations with patients to assess their 
performance and as such wanted me to offer them feedback; something I resisted 
doing.  Through these experiences I became sensitive to their insecurities and was 
able to explore issues around support, assessment and feedback and why they felt 
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they may have acted differently towards a patient due to my presence in the 
consultation.   
 
Patients 
I met with clinic co-ordinators on a weekly basis to identify potential patients.  If a 
patient fulfilled the eligibility criteria a letter of invitation (Appendix VI) and a study 
information sheet (Appendix VII) was sent to the patient in the post.  The clinic co-
ordinators did this on my behalf.  In most cases, the recruitment process for each 
patient needed to be completed within a week of the patient being referred to the 
cancer department via the multidisciplinary team meeting or from external referrals.  
In the event that we had not received confirmation beforehand that the patient 
wished to talk to me about the study, the clinic co-ordinator would approach the 
patient in the outpatient department to ascertain whether or not they wished to speak 
to me about participating in the study.   
 
A decision had been made from the outset that clinic co-ordinators would speak to 
WKHSDWLHQWDERXWWKLVVWXG\ZKHQWKHSDWLHQWµERRNHGLQ¶ZLWKWKHFOLQLFFR-ordinator 
to inform them of their presence within the department.  This approach was used to 
try and limit any feelings of coercion; we felt that if patients were approached by me 
in the first instance this may influence their decision to participate in some way.  If 
patients were willing to speak to me, they would be taken to a consulting room, 
where I would introduce myself and explain the study in more detail and the reasons 
IRUFRQGXFWLQJWKHZRUN3ULRUWRREWDLQLQJWKHSDWLHQW¶VFRQVHQW$SSHQGL[9,,,WKH\
were informed that they were free to withdraw their consent at any point during the 
study, without having any negative bearing on their future care and treatment.  The 
issue of anonymity was also stressed and patients were advised that the audio 
recordings of their consultations would be destroyed once the study was completed.    
 
An excel spreadsheet was designed to collect demographic data on patients who 
were approached by the clinic co-ordinators to participate in this study.  During the 
nine month period 68 patients (16 women and 52 men) were sent letters inviting 
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them to participate in the study.  In total, 16 patients agreed to participate in the 
study.  Details of these patients can be seen in Table 2.  Of the 52 patients who 
declined, only a few of them provided reasons for their decision.  Those who did 
offer explanations tended to say they felt too unwell whilst several said that they had 
not received a letter of invitation and information sheet in the post, explaining the 
nature of the study.   
 
From the 16 patients who did participate in the study, 13 went on to receive 
chemotherapy and some went on to receive radiotherapy to help palliate their 
symptoms.  Two patients died before they could commence treatment and one 
patient refused chemotherapy.  The patient who refused chemotherapy had 
considerable knowledge of treatments and explained that he did not want his quality 
of life compromised further.  Three of the patients had initially received surgical 
intervention when they were first diagnosed with cancer (approximately 18-24 
months prior to their participation in my study).  Each of these patients had 
experienced a recurrence of their disease, hence their new referral to see the 
oncologist.  The remaining 13 patients had been newly diagnosed with cancer and 
most had learnt that they had cancer within the past month.  Two of these patients 
knew there was a possibility that they had cancer but their diagnosis had not been 
confirmed.   
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Characteristics Number of 
participants 
Gender 
 
Male 12 
Female 4 
Age 
 
<59 5 
>60 11 
Marital Status 
 
Married 15 
Single 1 
Type of Cancer 
 
SCLC 1 
Gastric 2 
Oesophageal 4 
Pancreatic 6 
Other  3 
Ethnicity 
 
White British 15 
Asian 1 
Occupation 
 
Retired  (Foreign Minister/Policeman/Dairy 
worker/CompanyExecutive/Process,Plant,Machine Operator 
 
6 
Sales and Customer Services 2 
Housewife 1 
Process/Plant/Machine Operator 2 
Farmer 1 
Health Care  1 
Professional  1 
Table 2. Demographics of patients participating in the study 
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During the study, 10 patients were lost to follow up; 6 patients were seen again for a 
second consultation and 3 patients were seen again for a third consultation.  A 
breakdown of this is presented in Table 3, along with the names of the doctors they 
saw on each occasion. 
 
Patient ID Doctor ID New case 
Consultation 
1st follow up 
Consultation 
2nd follow up 
Consultation 
Mrs 
Brown 
Dr Taylor I L L 
Mr 
Johnson 
Dr Taylor I L L 
Mr Hart 
 
Dr Davis I D D 
Mr 
Robinson 
Dr Roberts  
Dr Taylor  
Dr Taylor 
I I I 
Mr 
Thompson 
Dr Davis 
Dr Evans 
I I D 
Mr Rogers 
 
Dr Roberts 
Dr Skelton 
Dr Mason 
I I I 
Mr White 
 
Dr Taylor I L L 
Mrs 
Edwards 
Dr Wright I L L 
Mr Lewis 
 
Dr Hall 
Dr Jones 
I I D 
Mrs Martin 
 
Dr Taylor I C C 
Mr 
Jackson 
Dr Williams I D D 
Mrs 
Moore 
Dr Wright I D D 
Mr Baker Dr Davis 
Dr Davis 
I I D 
Mr Young 
 
Dr Wright I D D 
Mr Hollis 
 
Dr Harris I D D 
Mr 
Anderson 
Dr Davis 
Dr Hall 
Dr Davis 
I I I 
   Key:     I = Interview.  D = Died.  L = Lost to follow up.  C= Chemotherapy 
   Table 3: Consultation Profile for Main Part of the Study 
 
The names of participants who agreed to participate in the study were replaced with 
a pseudonym to provide them with anonymity when presenting research findings.   
  
108 
 
While patients did not know me prior to this study a decision had been made to 
introduce myself as an oncology nurse and a researcher.  In the interests of the 
study my role as researcher was emphasised more.  It was important for patients to 
know that I was an experienced oncology nurse as I hoped that patients and their 
relatives would feel comfortable and at ease in my presence.  In addition, it was 
necessary to be honest with participants in the hope that a trusting relationship 
would develop between us.  However, attempts were made to explain that during the 
conduct of the study, I would primarily assume the role of a researcher in the hope 
that patients would not rely on me to provide them with detailed medical information 
or intervene in their care.  When there is a potential conflict in roles, the researcher 
has a responsibility to try and limit any concerns and possible complications 
(Jorgenson 1989).  Furthermore, I did not want to appear insensitive or aloof to 
patients and their families in assuming an observer participant role if I sat in the 
background and observed interactions and behaviours with doctors and nurses 
during their consultations. I did however take on a more participatory role if the 
situation dictated it.  
 
3.7  Data Collection 
Ethnography has been described as an approach to research which seeks to 
understanding the meaning people attribute to their interactions and actions within a 
particular social setting (Wolcott 1999; Brewer 2000; Timmermans and Tavory 
2007).  As such the researcher embarking on ethnography needs to seek access to 
a particular social setting with a view to observing, documenting and describing the 
phenomena under investigation (Hammersley and Atkinson 2005).  It is possible 
therefore to collect different kinds of data through various forms of observation, 
interviews and field notes whereby comparisons with the data can enhance 
understanding and interpretation of the social phenomenon being studied 
(Hammersley and Atkinson 2005). 
 
As the aim of this study was to explore doctor and patient descriptions of their 
experiences of consultations and observations of their interactions, a multiple 
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method approach was utilised.  This incorporated participant observation and semi 
structured interviews and the audio recordings of consultations.  The rationale for 
this approach centred on accessing medical consultations within the oncology 
outpatient department, to observe and record consultations and to elicit information 
from participants about their experiences, beliefs and values.  A detailed account of 
the data collection procedures is included in this section. 
 
3.7.1  Rationale for Data Collection and Choice of Methods 
A multi method approach to data collection incorporating semi-structured interviews, 
observations, audio recordings of consultations and diary keeping (optional) was 
selected to elicit information in accordance with the research aims and objectives.  I 
believed that one method of data collection would inform the other (Hammersley and 
Atkinson 2005), to provide an in-depth and insightful understanding of the data from 
multiple perspectives.  Some are however, critical of this form of data collection, 
believing that the use of  multiple methods may be confusing and does not 
necessarily lead to an overarching reality or ultimate truth (Silverman 2005). 
 
A decision had been made to explore the combined perspectives of doctors and 
patients to develop a broader understanding of what they each believed transpired 
during their interactions with each other.  It was envisaged that multiple accounts 
would provide a richer and more inclusive insight into their experiences, something 
that has been lacking in empirical research to date.  It was also important to be 
theoretically sensitive to the data to understand doctors and patients accounts of 
their experiences.  I thought it would bring an added dimension to the study if I were 
to observe both doctors and patients and relatives if they were present during 
consultations; as a way of bringing in an outsiders insight.  As well as hearing the 
talk that emulated form doctor and patient interactions, I could also observe their non 
verbal communications and get a sense of the atmosphere and mood within the 
consulting room. 
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Whilst it was important to observe interactions, it was also necessary to listen to 
what the doctors and patients had to say to each other.  The consultations were 
therefore, audio recorded to provide a reference of their discussions.  Audio 
recordings provide a valuable record of naturally occurring interactions which offers 
a reliable and authentic source of data which the researcher can keep referring back 
to, as a reminder of what happened (Silverman 2001). 
 
During the 20 month data collection period (main study) 25 consultations were 
attended.  This meant that in total; 25 interviews were conducted with patients; 25 
interviews were conducted with doctors; 25 consultations were observed (field notes 
were made) and 25 consultations were audio recorded.  Patients were also given the 
opportunity to keep diaries, to record any thoughts they may have had about the 
consultation once they had gone home; only two patients did this following their first 
consultation.  To demonstrate the overall scope of this study Table 4 presents the 
number of interviews, observations and recordings of consultations undertaken 
throughout this study, all of which were transcribed and analysed. 
 
 
Interview 
with 
Doctor 
Interview 
with 
Patient 
Observations Recordings 
of 
Consultations 
Sub  
Total 
 
Preliminary 
Study: 
   
 
 
 
 
 
 
 
 
15 
 
 
N/A 
 
N/A 
 
N/A 
 
15 
 
Main Study: 
     
 
New Case 
Consultation 
 
16 
 
16 
 
16 
 
16 
 
64 
 
2nd 
Consultation 
 
6 
 
6 
 
6 
 
6 
 
24 
 
3rd 
Consultation 
 
3 
 
3 
 
3 
 
3 
 
12 
 
Total 
Episodes: 
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Table 4: Breakdown of Interviews, Observations and Recordings of 
Consultations. 
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3.7.2  Participant Observation 
Participant observation is synonymous with ethnographic research and has been 
described as; 
 
µVSHQGLQJORQJSHULRGVZDWFKLQJSHRSOHFRXSOHGZLWKWDONLQJWRWKHPDERXW
what they are doing, thinking and saying, designed to see how they 
XQGHUVWDQGWKHLUZRUOG¶ 
(Delamont 2004:218) 
 
In the context of the present study participant observation was an appropriate 
method of enquiry as the aim was to observe interactions between doctors and 
patients within the context of medical consultations in the oncology outpatient 
department.  As such, observing their interactions was an integral part of the study.   
 
In assuming the role of observer, researchers need to make their role clear within 
the research field.  There are some criticisms that researchers tend to distinguish 
their role between participant and non participant observers but this is not sufficient 
and requires further clarification from the researcher as there are further variations to 
be made in association with these positions (Atkinson and Hammersley 1994).  For 
example, complete observer, observer as participant, participant as observer and 
complete participant (Junker 1960).  In the present study I adopted the role of 
observer as participant.  
 
In addition to defining a role, the researcher needs to give thought to how they will 
present themselves and behave in front of study participants and consider how 
others may perceive them prior to entering the field.  In entering the field; 
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µ1HJRWLDWLRQV DQG GHFLVLRQV DERXW UHODWLRQVKLSV LQYROYLQJ WUXVW UHVSHFW
mutual disclosure and obligation are part of the process as well as shaping 
the process and of course the GDWD¶ 
(Mason 2002:95) 
 
This was particularly significant in the present study for a number of reasons. I 
needed to be alert and conscious to the potential issues associated with how 
participants perceived and distinguished my role of nurse, colleague and researcher.  
 
3.7.3  Interviews  
In addition to participant observation, semi-structured interviews were undertaken 
with doctors and patients participating in the study.  Semi-structured interviews are 
JHQHUDOO\GHVLJQHGDURXQGDµORRVHVWUXFWXUH¶DQGFRPSULVHRIRSHQHQGHGTXHVWLRQV
that relate to the area to be explored (Britten 2006), and prompts to help direct the 
researcher during the interview (Rapley 2004).  As such, the intention of the 
interview is to capture the personal perspectives of participants with a view to 
exploring their experiences within the context of the area under investigation (Ritchie 
and Lewis 2003).   
 
In the present study, three interview guides were developed; one for the preliminary 
study with doctors, one for the main part of the study for doctors and one for the 
main part of the study for patients.  Each interview guide had a set of open ended 
questions directed towards exploring emerging themes and concepts and to seek 
clarification of observations from practice and each guide had a list of additional 
prompts to help guide the interview and explore responses in greater detail 
(Appendix IX).  Prior to commencing the study an earlier interview guide had been 
piloted with a doctor and a friend and adapted according to their feedback and my 
experience.   
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In describing his personal experience of interviewing people, Rapley (2004) explains 
how interview schedules are useful to help focus and direct the flow of the interview, 
but may be used differently within different interviews, dependent upon how the 
interview is progressing.  During the piloting of the interview guide in the present 
study, it became apparent that I needed to be more relaxed and flexible in the way 
that questions were asked, as I tended to systematically work my way through the 
questions and failed to explore their responses further with additional questions.   
 
Moreover, Rapley (2004) describes hoZ PXFK µPHWKRGRORJLFDO GHEDWH¶ LV GLUHFWHG
WRZDUGVµLQWHUYLHZHUFRQGXFW¶DQGVXJJHVWVWKDWUHVHDUFKHUVQHHGWRWU\DQGGHYHORS
a rapport and trusting relationship with research participants in the hope that they will 
feel comfortable and will find it easier to talk.  With this in mind, I commenced initial 
interviews with a brief summary of who I was and what the interviewee could expect 
during the interview; this format became more relaxed during the course of the study 
as participants became more familiar with me and the nature of the study.  In 
regards to patients, I did generally start each interview by inviting them to tell me 
what had been happening to them in the hope that this would make them feel more 
at ease and to give them the opportunity to say what they wanted to say. 
 
Although participant observation and interviews are presented independently of each 
other in this chapter (for ease of presentation), it is recognised that interviews within 
ethnographic research encompass, not only informal interviews as described above, 
but also include informal conversations with participants which form part of the 
observation process (Hammersley and Atkinson 2005).  Interviewing doctors and 
patients gave me the opportunity to talk to them without being interrupted away from 
the main hustle and bustle of the clinical area.  The longitudinal nature of the study 
provided the opportunity to explore and clarify the meaning and / or context of 
SDUWLFLSDQW¶VFRPPHQWVDQGEHKDYLRXUVIXUWKHUDQGWRH[SORUHRWKHUDUHDVRIHQTXLU\
further in light of new themes and concepts emerging from the data.  In essence an 
iterative approach was used (Strauss and Corbin 1998; Hammersley and Atkinson 
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2005).  As such, I was able to develop the interviews in light of previous 
observations and interviews.  This enabled the interviews to develop into a natural 
conversation.   
 
3.7.4  Recording Field Notes 
One of the biggest problems in observational research of this kind is knowing what to 
observe and what to write about (Delamont 2004) and when to write it (Hammersley 
and Atkinson 2005).  Delamont (2004) advocates that essentially the researcher 
should; 
 
µREVHUYHHYHU\WKLQJVKHFDQZULWHVWKHPRVWGHWDLOHGILHOGQRWHVVKHFDQ
takes time to expand, elaborate and reflect upon them outside the field and / 
RUDVVRRQDVWLPHSHUPLWV¶ 
(Delamont 2004:225) 
 
In this study the dialogue between doctors and patients and relatives if present was 
audio recorded, having obtained prior permission to do so.  Observations were 
WKHUHIRUHIRFXVHGRQWKHZD\VSDUWLFLSDQWV¶LQWHUDFWHGDQGEHKDYHGZLWKHDFKRWKHU
their expressions of emotions, roles, the atmosphere in the room and any 
disturbances.  Field notes were therefore made with the intention of noting the 
various features and properties of these social processes (Hammersley and 
Atkinson 2005).   
 
During the early stages of the research I found that I tried to capture and record 
everything.  As the study progressed however, I found that my observations became 
more focused.  This behaviour is inevitable according to Hammersley and Atkinson 
(2005) who report that during the early days of a research project the scope of a 
researchers observations is wide because of their uncertainty about what they 
should or should not record.  As the study progresses however, the researcher 
becomes more attuned to the study and is more likely to focus their observations 
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and notes.  However, others report their concerns of not recognising things if they 
became too focused and realising the significance of what they have missed at a 
later date (Johnson 1975).  For example, while I made notes to record the way 
relatives behaved in consultations, I did not fully recognise the significance of their 
presence in the initial stages of the study.  As I became more alert to the presence 
and position of relatives my notes became more detailed. 
 
Hammersley and Atkinson (2005) suggest that a researcher should try to make 
notes as soon as possible after the observed action has taken place, otherwise 
UHFDOOPD\EH ORVWDQGHSLVRGHVRIREVHUYDWLRQPD\EHFRPH µPXGGOHG¶ +RZHYHU
they acknowledge that it may not always be appropriate to make notes during the 
field (Hammersley and Atkinson 2005).  During the actual consultation, I found that it 
was possible to jot down prompts to help me recollect observations.  At other times, 
for example when accompanying the patient out of the consulting room or following 
my interviews with them; or when spontaneous conversations took place; or whilst 
they were observed to interact with others outside the consulting room, I felt it was 
inappropriate to make notes as this could be potentially disruptive and intrusive.  An 
overall strategy was adopted, whereby more detailed notes could be made at the 
first available opportunity, this was usually sometime during this day or the following 
day at the latest.  I found that I preferred to make more detailed notes on the same 
day wherever possible while the events were still fresh in my mind.     
 
Field notes initially took the form of hand written documents which were later 
transcribed into a word document on my computer and subsequently updated into 
NVIVO; a data analysis software package.  The field notes were made identifiable to 
each event by date, the location, and the codes attributed to each participant.  These 
codes were later changed and pseudonyms were applied to each of the study 
SDUWLFLSDQWV DV WKLV IHOW PRUH SHUVRQDO LQ WKH µZULWLQJ XS¶ SKDVH RI WKH VWXG\  7KH
notes were developed and organised into categories based on Strauss and Corbin 
(1998) model of memo writing.  
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Prior to describing the data collection process in more detail, the data collection 
period for this study is presented in Table 5. 
 
Year 2006 
Jan 
 
Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 
 Preliminary study 
interviews with Drs 
 
 Main Study: Recruitment of 
patients 
 Data Collection 
 Analysis ± ongoing 
Year 2007 
Jan 
 
Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 
 
Recruitment of patients  
Data collection - continues 
Analysis ± ongoing 
Year 2008 
Jan 
 
Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec 
 
 
Data collection  
Analysis - ongoing  
Table 5: The data collection period 
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3.7.5  Observing Consultations 
Observing interactions in the consultation gave me a sense of the atmosphere in the 
room and I was able to observe the expressions of emotions, empathy, support or 
DQ\IRUPRIGLVKDUPRQ\H[SUHVVHGWKURXJKWKHSDUWLFLSDQWV¶LQWHUDFWLRQV,JHQHUDOO\
sat on the periphery of the consulting room, in a position that enabled me to observe 
doctor and patient and / or relatives interactions, behaviours and emotional 
expressions.   
 
$OWKRXJK WKH IRFXV RI WKH VWXG\ ZDV WR JDLQ DQ XQGHUVWDQGLQJ RI WKH GRFWRUV¶ DQG
paWLHQWV¶H[SHULHQFHV UHODWLYHVZHUHSUHVHQWGXULQJDQXPEHURIFRQVXOWDWLRQVDQG
as such they played a part in contributing to the data and outcomes.  For example, at 
times I was alone with the relative during the consultation, while the doctor and 
patient (and nurse if present) were in an adjoining room.  On such occasions, I was 
able to engage in discussions with them and / or express empathy if they were 
distressed.  At times the relative provided a different account to that of the patient, in 
terms of how the patient was feeling and coping.  In addition to this, it became 
interesting to observe how doctors interacted with the relatives and to ascertain 
through interviews, how doctors perceived them within the consultation.  It became 
apparent throughout the study that relatives played a significant role within the 
consultation, although this was not explicitly observed in all cases or alluded to by 
some of the doctors.   
 
In addition to observing the consultation between doctor and patient (and relative), I 
would sit in the consulting room while the doctor prepared for the consultation before 
the patient was called to meet with the doctor.   During these moments doctors 
would sometimes share their concerns about the patient, or take this opportunity to 
teach medical students by describing the patient as a case study.  Moreover, I 
accompanied the patients and their relatives and the nurse (if present) out of the 
consulting room following the consultation and observed their interactions further 
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until they either left the department or until they started to talk through the 
practicalities of us meeting again.   
 
Throughout the duration of the study, patients would be contacted by phone, or 
asked prior to their consultation (if unattainable via phone) if they were happy for me 
to observe their consultation and arrange an interview with them following the 
consultation.  This was arranged once the clinic co-ordinator had confirmed that the 
patient would be attending the outpatient consultation for a follow up consultation.  In 
addition, I would make attempts to learn from the clinic co-ordinator, which doctors 
would be present during the outpatient clinic (when the patient was due to be seen) 
to forewarn them that I would be present in the outpatient department and may 
observe one of their consultations.   
 
For my visits to the oncology outpatient department, I elected to wear everyday 
smart clothes, in keeping with the dress code of the department.  I did not wear my 
uniform as I did not want to add further complication and confuse participants as to 
my role and purpose for being in the department.   
 
In practical terms, my role did encapsulate more than that of an observer and while I 
did observe, at other times I made myself useful by offering assistance within the 
consulting room.  While Hammersley and Atkinson (2005) suggest that some 
distance needs to be maintained, there are times whereby the researcher needs to 
offer assistance.  Costello for example, describes how he at times felt a need to 
intervene if he felt that the care of a patient was being compromised (Costello 2001).  
This view was reflected in my practice and can be explained in terms of wanting to 
help others in times of need (Gerrish 1997). 
 
3.7.6  Conducting Interviews 
Interviews were undertaken either on the same day as the observed consultation or 
within a week of the consultation having taken place, as I wanted to capture the 
perspectives of doctor and patient experiences as near to the consultation having 
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taken place as possible.  In retrospect, there were times where I may have found it 
more valuable to reflect on my experience of the consultation further prior to 
conducting the interview to help inform my choice of questions.  However, I was able 
on a number of occasions, to ask further questions during future interviews. 
 
On most occasions, the patient was accompanied by a member of their family.  This 
did not concern me as they were generally there in support of the patient and at the 
SDWLHQW¶V UHTXHVW  7ZR VSRXVHs were particularly vocal however, during the 
interviews and I was concerned that they may prevent the patient from speaking 
freely.  While this may have been the case they also supplemented information given 
by the patient and generated further discussions.  Although doctors and patients 
were the primary focus of the study, relatives offered relevant and valuable 
information. 
 
Recording Interviews 
Recording ethnographic study where possible through the use of audio or visual 
recordings has been perceived as a desirable option (Hammersley and Atkinson 
2005), in light of the fact that the researcher can be freed from making notes during 
the conduct of interviews, therefore freeing up their time and allowing them to focus 
on the interviewee (Legard, Keegan et al. 2003).  Despite the added benefits, some 
warn of the dangers of relying solely on recordings as the quality of recordings can 
at times be compromised and moreover, the researcher needs to be prepared in 
advance for the possibility that they may lose data (Hammersley and Atkinson 2005).  
In the present study one interview was lost.  In addition it is rare for participants to 
refuse to have their interviews recorded as long as the researcher provides an 
explanation as to the purpose of the recording and offers assurances of anonymity 
and safe storage of recordings (Legard, Keegan et al. 2003). 
 
All of the doctors and patients agreed to have their interviews and consultations 
audio recorded.  In addition, patients were asked if they would like to receive a copy 
of the audio recording of their consultation.  Four patients felt that this would be 
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KHOSIXODVDPHPRU\DLGEXWRQHSDWLHQWGHFOLQHGDVKHIHOWLWZRXOGEHWRRµPDFDEUH¶
for his family to hear the recording following his death.  Each interview typically 
lasted between 15 and 90 minutes. 
 
Location of Interviews  
Patients were given the option to choose where they would like their interviews to be 
conducted.  Some patients chose to have their interviews conducted following their 
consultation in a private room within the outpatient department, while others chose to 
have their interviews conducted within their homes.  An influential factor in their 
decision appeared to be whether or not their car parking ticket was about to expire or 
not.  Consultants were interviewed in their office however this was not feasible in the 
FDVHRI635¶VDVWKH\VKDUHGRIILFHV7KH635¶VZHUHWKHUHIRUHLQWHUYLHZHGZLWKLQ
the cancer department in a vacant room which afforded some privacy.  This was 
HLWKHULQRQHRIWKH&RQVXOWDQW¶VRIILFHVLIWKH\ZHUHHPSW\DQGDYDLODEOHRULQRQHRI
the consulting rooms within the department.  Most of the doctors did not express any 
concern about where they were interviewed; only one doctor expressed feelings of 
GLVFRPIRUW EHLQJ LQWHUYLHZHG LQ RQH RI WKH &RQVXOWDQW¶V RIILFH DQG DUUDQJHPHQWV
were made to conduct the interview elsewhere.   
 
3.7.7  Transcription of Data and Data Management 
In total 115 transcripts were created through interviews, field notes, or through audio 
recordings of consultations.  The transcriptions were transcribed using Microsoft 
Word.  I transcribed many of these interviews but also enlisted the help of a 
transcribing agency and friend.  Following transcription, I listened to each of the 
recordings, while reading through the transcripts to capture any errors.  This strategy 
also helped me become re-familiar with the data.  Transcripts and field notes were 
stored in a secure environment.  All research data was labelled using a code number 
to identify each participant.   
 
The transcriptions were then imported into NVIVO (version 7).  Many have appraised 
the process involved in using these packages and their overall benefit but the 
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discussion continues within the literature as to the pros and cons of using such 
programmes (Spencer, Ritchie et al. 2003; Hammersley and Atkinson 2005).   
 
3.8  Data Analysis 
Analysis of ethnographic research is not a distinct phase in the research process, as 
it begins prior to the researcher entering the field and continues throughout the 
duration of the study and during the writing phase of the study.  As Hammersley and 
Atkinson (2007) explain: 
 
µ)RUPDOO\ LW VWDUWV WR WDNH VKDSH LQ DQDO\WLF QRWHV DQG PHPRUDQGD  
Informally it is embodied in the ethnographers ideas and hunches.  And in 
these ways, to one degree or another the analysis of data feeds into 
UHVHDUFKGHVLJQDQGGDWDFROOHFWLRQ¶ 
(Hammersley and Atkinson 2007:158) 
  
This iterative process of data collection and analysis was utilised within the present 
study, with each stage informing the other.  As themes and concepts emerged from 
the observations, interviews and recordings of consultations it was necessary and 
appropriate to pursue these further in subsequent interviews and observations.  
 
It is common for qualitative data analysis to identify key themes, concepts and 
categories (Spencer, Ritchie et al. 2003).  The nature of how they are generated 
does however vary between different approaches (Hammersley and Atkinson 2005).  
In the present study techniques associated with a constant comparison method were 
used to help identify, define and refine the theoretical categories as they emerged 
from the data (Strauss and Corbin 1998).  While Glaser and Strauss (1967) and 
Strauss and Corbin (1998) describe various techniques and steps to help guide the 
analysis process, Hammersley and Atkinson (2007) warn that there are no clear 
steps which should be taken to guide the analysis of ethnographic data and instead 
stress the importance of thinking about the data and becoming sensitised to the 
data.   
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Constantly making comparisons within the data helped me analyse the data from 
interviews, observations and recordings of consultations, in order to describe and 
interpret the views of those being studied and bring substantive meaning to their 
experiences.  Although carrying out data collection and analysis is demanding and 
time consuming, it is essentially imperative to ensure that the data collection remains 
focused and does not drift in different directions (Hammersley and Atkinson 2005).  
Utilising a constant comparison approach allows the researcher to consider 
variations within the data and to act on them accordingly as and when they arise and 
to retain a sense of focus (Strauss and Corbin 1998).   
 
In managing the data, the following steps were adhered to, following a fluid and 
cyclical process (Hesse-Biber 2007), adopting some of the analysis techniques 
proposed by Strauss and Corbin (1998) as a guideline. 
 
A.  Coding 
Data was coded using either line by line analysis or larger units of text, dependent 
upon the context of the data.  In some cases, line by line analysis was relevant but at 
other times paragraphs were coded if there was a risk that the context of the data 
may be lost.  Some of the first codes were modified as the research progressed.  As 
codes were created, comparisons were made and codes which were conceptually 
similar were merged. 
 
B.  Memo Writing 
Memos were written, to consider the deeper meanings of each code and to help 
sensitise me to the data.  Questions (how, what, why, where, when) were asked 
about a whole range of issues including: the significance of observations, 
interpretations, and experiences, meanings behind comments and about the 
characteristics of concepts.  Writing memos helped me consider emerging concepts 
and interrelationships between concepts which helped build categories and their sub 
categories.  Memos were also valuable in order to consider different conditions and 
causal conditions (for example: sets of events or happenings ± context of 
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environment), intervening conditions (for exaPSOHFKDQJLQJRQH¶VPLQGFRQWH[WXDO
conditions (for example: reasons why people behave in different ways) and actions / 
interactions be these strategic or routine. 
 
C.  Axial Coding 
During this process, categories and subcategories were examined further to try and 
identify links and relationships between phenomena and look for properties within 
the data.  A number of questions are again asked about the data, (why, how where, 
when, what) to try and understand causal conditions, identify different situations and 
contexts to understand, strategies used by people to handle different situations and 
to consider the consequences of actions.  On some occasions, links may have been 
missed or aspects of the categories may not have been considered, but moving 
backwards and forwards with the data or collecting new data was helpful.  It was 
also helpful to create spider diagrams to help me consider and visualise the 
relationships between categories and subcategories. 
 
D.  Theoretical Sampling 
In addition to making comparisons within the data, some comparisons were also 
made by considering issues outside the subject area.  For example, using in-vivo 
words or phrases to consider how they may be interpreted in other contexts, or 
through making comparisons with personal experiences.  Although these general 
approaches were applied to the analysis of the data, there was some variation 
between the types of data sets and as a consequence, I will break the analysis 
process down into further sub sections, following an overview of how the theoretical 
focus was used to interrogate and order the data.   
 
3.8.1 Theoretical Focus and Coding Format 
The coding format was informed by the theoretical framework and research 
intentions.  My primary objectives were to explore how doctors and patients manage 
and control the disclosure and receipt of sensitive information and bad news; to 
explore the feelings associated with dealing with such information from when 
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patients were first referred to the oncology department and as they progressed 
through their illness; to examine how the concept of awareness contexts can help 
understand the perspective of both doctors and patients in the consultation to 
H[SORUHWKHLPSDFWDQGLQIOXHQFHDQ LQGLYLGXDO¶VRZQDZDUHQHVVFRQWH[WKDVRQWKH
consultation experience; and to reflect upon doctor and patient communication in 
such situations with a view to considering future stUDWHJLHV IRU GRFWRUV¶ FRQWLQXLQJ
professional development.  With these objectives in mind, the theoretical framework 
helped me to interrogate and order the data to consider the following points: 
 
x How information was managed 
x Whether or not information was tailored to meet the needs of the 
individual (if these needs were in fact known or explored) 
x Whether or not people were willing to share information ± medical or 
emotional 
x How emotions interfered with cognition 
x Whether or not people were able to share their emotions and with 
whom? 
x To consider what people did with their emotions and how they used 
them 
x How people presented themselves in front of others and whether or 
not they were aware of their behaviour / interactions 
x How states of awareness were managed and what happened when 
they changed  
x What were the contributing factors to changes in awareness and the 
results this had on interactions both at a particular time and in future 
interactions 
x How meaning was attributed to experience 
x What helped or hindered the way people communicated and 
interacted with each other in the medical consultation 
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The following sections show how each of the data sets were managed and how the 
coding frame was broken down further.  
3.8.2 Observation Field Notes 
Field notes were typed and imported into NVIVO.  Observation field notes were used 
in several ways; (a) to help verify and inform data collected from interviews and 
recordings of consultations and (b) to record and make comparisons between 
observed behaviours, interactions, emotions and the location and atmosphere within 
the consulting room.  Observation field notes were particularly valuable in regards to 
capturing and generating theoretical properties relating to relatives and their 
involvement in consultations and the impact that this illness was having on their lives 
(see section 4.2.2).  I became sensitised to the way doctors interacted with relatives 
and how patients often looked to the relative for support.  I also became sensitised to 
how relatives behaved when the patient and doctor left the consulting room to go 
into an adjacent room for a physical examination to be performed.  In addition I was 
also able to compare my observations with the recordings of consultations to look for 
categories and subcategories, in doing this I was also able to build on existing 
categories and subcategories. 
 
3.8.3 Recording of Consultations 
To help with the analysis of the recording of consultations I initially created a colour 
coding system to highlight and identify different phenomena (for example: repeated 
patterns).  This helped as a way of managing the vast amount of data.  I was able to 
make comparisons between the various stages of the consultations including: 
 
x Introductions / endings 
x Social history 
x Physical examination 
x Diagnostic information 
x Prognostic information  
x Cancer treatments and plans of care 
  
126 
 
x Patient / relative expectations ± subsequent management 
x Opportunities given to ask questions 
x Emotional responses ± expression / management 
 
The categories and subcategories evolved from these original codes.  Having 
recorded the consultations I was able to see a pattern emerge in the way 
consultations were managed and how few doctors deviated from a standard 
consultation model. 
3.8.4 Interviews 
-XVW DV LQ WKH FDVH RI WKH µUHFRUGLQJV RI FRQVXOWDWLRQV¶ LQ order to help with the 
analysis of interview transcripts I initially created a colour coding system to highlight 
and identify different phenomena, for example: 
  
x What did patients like about their consultations / interactions with doctors 
x :KDWGLGQ¶WWKH\ like about their consultations / interactions with doctors 
x How did patients express themselves (passive ± active) 
x How did they feel about the experience 
x Did they get the opportunity to say what they wanted to say 
x Patients understanding and recollection of what they had been told 
x What was the doctors impression of the consultation  
x Doctors understanding and recollection of what they had told the patient and 
what did they think the patient understood 
x What was the doctors main aim in the consultation  
x How did the doctor think the patient was feeling and what where the patients 
main needs 
 
This was only a starting point to help me begin to immerse myself in the data.  In 
addition to this, the theoretical focus used to interrogate and order the data helped 
provide the evidence that was used in the analysis and discussion to show how the 
aim and objectives were met.  Although this evidence is interspersed throughout 
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Chapters 4 and 5 and discussed further in Chapter 6, some examples of evidence 
DQGJHQHUDOORFDWLRQLQIOXHQFHGWKURXJKµDZDUHQHVVWKHRU\¶DUHVKRZQEHORZ 
 
x Willingness to share information          Sections 4.2; 4.4, 5.2,5.3  
x Management and control of information       Sections 4.2; 4.3; 4.4; 5.2; 
x Managing conflicting situations  
(information provision)                                Section 5.2; 5.3 
x Changes in awareness                    Sections 4.2; 5.2; 
x Being aware of how others wish to         
manage their awareness        Sections 4.2; 5.2; 5.3 
x Emotional work ± how people choose 
to react and act upon information                Sections 4.2; 4.3; 5.2; 5.3 
x Exploring the changing nature of social 
interactions as people meet on various 
occasions          Sections 5.3 
x +DYLQJDQDSSUHFLDWLRQRIDQRWKHU¶V 
awareness                                                  Sections 4.3 
 
 
When I first started to look at the data, I initially started by analysing every piece of 
information but as the study progressed I became more selective about which data 
to use for analysis. 
 
3.8.5 Inclusion / Exclusion of Data 
It was not possible to use all of the data collected in this study.  A decision needed to 
be made about what to include / exclude.  The decision was governed by its 
relevance to the study ± in other words, whether or not the data helped inform and 
meet the aims and objectives of this study.  
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While many patients spoke of their experiences about how they first learned of their 
diagnosis, this data was not explicitly alluded to as these discussions occurred 
outside of the oncology setting, although these experiences did on occasion have 
some bearing on social relations and interactions within the oncology outpatient 
consultation.  In addition to this, some patients described aspects of their care and 
aspects of their stay in hospital which they felt could be improved upon; information 
which although very important was surplus to the intentions of this study.  In addition 
to this, data was included / excluded based on whether or not there were any 
interrelated connections between existing concepts.  For example, during the 
analytical process, I became aware of recurring comments or strands in the data 
ZKLFKDOLJQHGWRWKHVHRFFXUUHQFHVVXFKDVDSDWLHQW¶VYLHZRUDFWLRQDOOXGHGWRWKH
IDFW WKDW WKH µGRFWRU NQRZV EHVW¶ DQG DV VXFK GDWD ZDV JURXSHG FROOHFWLYHO\ DQG 
assessed for its strength and relevance.  As Strauss and Corbin (1998) explain, as 
my theory came together and I had started to commit myself to a theoretical scheme 
,ZDVDEOHWRµWULP¶RIISRRUO\GHYHORSHGFDWHJRULHVDQGVXEFDWHJRULHVZKLFKGLGQRW
seem relevant to the study.   
 
Data analysis did not end until I finally started to write the analysis chapters.  Even 
up until this stage, I was still immersed in the data as I evaluated and re-evaluated 
the data time and time again.  In the final stages of the analysis, I was able to refine 
WKH WKHRU\ E\ GUDZLQJ IURP PHPR¶V ZKLFK HYROYHG WKURXJKRXW WKH GDWD FROOHFWLRQ
and analysis) and I was able to create more detailed spider diagrams to help me 
visualise interconnections and relationships to help create more substantive 
theories.   
3.9 Issues of Reliability and Validity 
The value of scientific research, regardless of the discipline or methods used is 
GHSHQGHQWRQWKHUHVHDUFKHU¶VDELOLW\WRGHPRQVWUDWHWKHµFUHGLELOLW\RIWKHLUILQGLQJV¶
(LeCompte and Goetz 1982).  In an attempt to achieve this aim the concepts of 
reliability and validity have been chosen.  Although these concepts have been 
primarily associated with quantitative or scientific traditions, the principles are 
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applicable and transferable to qualitative inquiry (Seale 1999; Ritchie and Lewis 
2003).  
 
Reliability 
Reliability has been classified in two ways; internal consistency and external 
consistency (Hesse-Biber and Leavy 2005).  Internal consistency is associated with 
trying to determine if the data gathered is reasonable and appropriate in the interests 
of the research study and whether or not the data has been captured in a consistent 
manner.  In addition, external consistency is associated with verifying and cross 
checking data (Hesse-Biber and Leavy 2005).  In the present study the study design, 
data collection, analysis and presentation of findings are clearly described and 
presented and supported with evidence from within the literature.   
 
Validity 
Validity seeks to ensure that the confidence in the research is well placed and is 
HVVHQWLDOO\ FRQFHUQHG ZLWK WKH µWUXVWZRUWKLQHVV¶ RI the study (Golafshani 2003; 
Hesse-Biber and Leavy 2005).  Validity may be considered in relation to a number of 
concepts including; the moral integrity of the researcher which is perceived through 
their actions, whether or not the research has been checked, how well the 
researcher has investigated the findings under consideration (Hesse-Biber and 
Leavy 2005).  As such, there are a number of ways to check for validation (Murphy, 
Dingwall et al. 1998). 
 
The first example, is concerned with looking at and including negative or deviant 
cases (Hesse-Biber and Leavy 2005).  This process helps to ensure that any 
potential bias of the researcher does not interfere with and alter the perception of the 
data and as such encourages them to critically analyse the strengths and 
weaknesses of their arguments (Hesse-Biber and Leavy 2005).   
 
The second example, involves checking for accuracy ± going back to respondents to 
check for clarity and interpretation (Hesse-Biber and Leavy 2005) or through a 
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process of constant comparison (Glaser and Strauss 1967).  In the present study, I 
summarised any key points with participants upon meeting them again to ask for 
clarification or to encourage further elaboration.  In addition, comparing and checking 
concepts as they emerged from the data from various methods of data collection 
ensured that I was constantly treating data in a comprehensive manner.   
 
The third example, acknowledges the importance of checking the validity of research 
findings by employing various methods of data collection to improve the clarity of the 
research findings; this approach is also referred to as triangulation (Murphy, Dingwall 
et al. 1998; Ritchie and Lewis 2003; Hesse-Biber and Leavy 2005).  In the present 
study a multi-method approach incorporating observation, interviews and audio 
recordings of consultations allowed for comparative checks and interpretation of 
data. 
 
3.10   Reflexivity in Ethnographic Research 
 
µ«ethnography is made out of ordinary ingredients, has customary features by 
which it is generally recognised, and yet is dependent on no single ingredient 
and in every instance takes its unique shape and form at the hands of the 
LQGLYLGXDOZKRFUDIWVLW¶ 
(Wolcott 1999:242) 
 
This statement distinguishes ethnography from other forms of social research by 
emphasising the role of the researcher within the context of the study.  Although an 
ethnographer is able to produce good quality descriptions they are capable of doing 
PXFK PRUH LQ HVVHQFH µPDNLQJ VHQVH RI ZKDW WKH\ REVHUYH¶ WKURXJK WKHLU
LQWHUSUHWDWLRQVRIEHKDYLRXUDQGµUHFRJQLVLQJHOHPHQWVWKDWZDUUDQWIXUWKHUDWWHQWLRQ
(Wolcott 1987:39).  
 
Traditionally, attempts have been made within social research to reduce the effects 
the researcher has on the research by either encouraging them to maintain their 
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GLVWDQFH RU E\ HQFRXUDJLQJ WKHP WR FRPSOHWHO\ HQJDJH ZLWK WKH µFXOWXUH¶ WKH\ DUH
researching (Davis 1999; Hammersley and Atkinson 2007).  However, attempts to 
obtain purely objective accounts in these ways have since been recognised as futile 
(Hammersley and Atkinson 2007) due to the social interaction which takes place 
between researcher and researched (Davis 1999; Wolcott 1999).  A researcher is 
part of the social world they are investigating, and as such the role they take 
throughout the research process and their social status within the research setting 
need to be borne in mind (Gerrish 2003; Allen 2004).  As such, researchers are 
encouraged to question their influence on the research process (Davis 1999).  This 
practice of reflexivity has been defined as; 
 
µD process through which a researcher recognises, examines, understands 
his or her social background, assumptions and how they can intervene in the 
social process. Being sensitive to important situational dynamics between 
researcher and researched that impacWRQWKHFUHDWLRQRINQRZOHGJH¶ 
(Hesse-Biber and Leavy 2005:146) 
 
To this end, some researchers have provided reflective accounts of the ethical 
dilemmas faced while collecting data (Gerrish 2003) and others have reported 
advantages and disadvantages of being known by research participants (Bonner and 
Tolhurst 2002; Borbasi and Jackson et al. 2005).  To promote a more rigorous 
account of the way in which ethnographic research is conducted and reported upon, 
Allen (2004) recommends that researchers make transparent not only their personal 
interpretive accounts of their expectations and emotional responses within the field 
but also the social practices which influenced their behaviours and research practice.  
I have sought to address this by providing an account of my role as an insider 
clinician and the role I had in contriving to discover the data, through the following 
lens: 
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x Familiarity- P\UROHDVDQµLQVLGHU¶FOLQLFLDQDQGUROHLPSDFWRQVRFLDO
practices; 
x Dilemmas of having a dual identity;  
 
3.10.1  Familiarity ± 0\5ROHDVDQµ,QVLGHU¶&linician 
 
Ethnographic methods have been used in a number of nursing studies, by nurses, to 
explore various aspects of health care practice (James 1989; Savage 1995; Gerrish 
2000; The 2002).  The relative advantages and / or disadvantages of researching 
within a familiar group, society or culture has been debated (Allen 2004: Shah 2004; 
Bonner and Tolhurst 2002; Anderson and Francis Taylor 2006), yet there does not 
appear to be a right or wrong answer to this debate.  Some believe that those with 
insider knowledge and experience are able to provide an authentic account (Allen 
2004) as they are in a unique and privileged position, which helps them gain access 
and rapport with research participants (Gerrish 2003).  Moreover, having a superior 
XQGHUVWDQGLQJRIWKHJURXS¶VFXOWXUHDELOLW\WRLQWHUDFWQDWXUDOO\ZLWKWKHJURXSDQGD
previously established relationship with the group have also been highlighted as 
advantageous (Bonner and Tolhurst 2002).   
 
In contrast, others believH WKDW EHLQJ DQ µRXWVLGHU¶ LV SUHIHUDEOH EHFDXVH WKHVH
researchers do not have a prior affiliation with those being researched and are more 
likely to provide an unbiased account (Allen 2004; Anderson and Francis Taylor 
2006).  Some acknowledge that being too familiar may distort what one sees or does 
not see within a particular setting, but in doing so fail to describe how a marginal 
position may be achieved (Patton 2002; Borbasi and Jackson et al. 2005).   
 
,QDGGLWLRQWRWKLVRWKHUVSURSRVHWKDWDUHVHDUFKHU¶VVWDWXVDVDQLQVLGHURURXWVLGHU
is not easily defined as their status will change throughout the course of the research 
as they face various situations and various participants (Allen 2004).  Shah (2004) 
adds to this argument, by reporting that we are all insiders and outsiders in different 
ways and in different settings, because of the way we are perceived by others.  
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Rather than focus on familiarity, Shah (2004) believes that it is more important for 
WKHUHVHDUFKHUWRµJHWRQ¶ZLWKUHVSRQGHQWVDVWKLVZLOOKDYHEHDULQJRQWKHTXDOLW\RI
data collected through the study and the opportunities awarded to the researcher to 
participate within the research setting.   
 
In undertaking this research, I acknowOHGJHWKDWP\SRVLWLRQZDVWKDWRIDQµLQVLGHU¶
clinician.  I was privileged to have a prior knowledge and understanding of the 
JURXS¶VFXOWXUHDQGZKDWZDVJRLQJRQZLWKLQ WKHUHVHDUFKVHWWLQJZKHUHWRREWDLQ
the data I required to meet the aims and objectives of this research and to be able to 
identify and / or be sensitive to any changes that took place.  While some 
researchers may need to establish relationships with research participants, others 
may already have involvement with those being investigated and as such need to 
consider existing subjectivity, interactions and emotions (Barton 2008).  
 
In the broadest sense, I set out to research a group of people I was familiar with, 
within a familiar setting.  As Shah (2004) points out, it was important foUPHWRµJHW
RQ¶ZLWKWKHUHVHDUFKSDUWLFLSDQWVDQGEXLOGRQH[LVWLQJUHODWLRQVKLSVVRPHRIZKLFK
were stronger than others, because some of the staff participating in the research 
knew me better than others) in the hope that my relationship with them would not 
only help me in my research endeavour but establish or build upon trusting 
relationships.  In some cases, researchers describe how their participation in clinical 
practice, helped them develop a degree of acceptance and rapport with those being 
studied (Savage 1995).  Building rapport has been described as; 
 
µGHYHORSLQJ JRRG SHUVRQDO UHODWLRQVKLSV ZLWK SHRSOH ZLWKLQ WKH UHVHDUFK
setting that facilitate access to activities and information necessary for 
FRQGXFWLQJWKHVWXG\¶ 
(Schensul, Schensul et al.1999:28) 
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The development of relationships within the field can raise ethical issues and 
concerns.  For example, this definition has been criticised for essentially focusing on 
µUDSSRUW¶ DV D WHFKQLTXH DQG D PHDQV WR DQ HQG DSSURDFK WR TXDOLWDWLYH LQTXLry 
(Marcus 2001) and as such fails to consider how relationships are established and 
valued.  These concerns have been raised as the focus of ethnographic inquiry has 
shifted from what was once considered to be the unfamiliar to familiar fields of 
inquiry (Marcus 2001).  In this context, Springwood and King (2001) state their 
concern that the traditional essence of rapport is no longer appropriate within 
ethnographic inquiry.  For example, they question whether or not the ethnographic 
researcher fully appreciates the implications of using words and information against 
those who have provided them (Springwood and King 2001). 
 
This concern is exemplified through the experience of Savage (1995) a practising 
nurse ethnographer.  Savage (1995) found herself in a position whereby participants 
started to share much more personal information than she had originally expected to 
hear.  During the course of her study she found that some relationships had turned 
into friendships and as such she needed to make decisions about whether or not it 
was ethical to include their comments in the writings of her study.  A compromise 
was made, whereby she included data obtained during the course of the working day 
and excluded data obtained during social occasions.  In this context, Holloway et al 
 EHOLHYH WKDW UDSSRUW GRHV QRW QHFHVVDULO\ HTXDWH WR KDYLQJ DQ µLQWLPDWH¶
relationship with participants.  However, rapport should be equated with trust and 
honesty  (Holloway and Wheeler 2002; Hesse-Biber and Leavy 2005).   
 
My experiences taken from field notes illustrate some of the tensions and the 
ambiguity of boundaries in the field work experience.  0\ SRVLWLRQ DV DQ µLQVLGHU¶
clinician proved to be both a help and a hindrance during the collection of data.  My 
µLQVLGHU¶NQRZOHGJHKDGDQHIIHFWRQ WKHUHVHDUFKDQG WKRVHEHLQJ researched, but 
we know this to be problematic in qualitative research.  Other nurse researchers, 
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including Savage (1995) and Gerrish (2000) have described similar problems in their 
research accounts.     
 
Prior to interviewing the doctors, I had reservations as to how they would perceive 
me.  I had worked as a senior nurse within this department for a number of years 
and I knew many of the doctors.  I cannot say whether or not doctors would have 
behaved differently with me if they had not known me prior to commencing the study 
Surprisingly, some of the doctors did however share some very personal and 
sensitive information with me during their interviews.  Some provided information 
about themselves, their insecurities and opinions about fellow colleagues in relation 
to their working relationships and one doctor demonstrated emotional distress.  On 
two occasions the doctors explained that they felt the interview had been like a 
µWKHUDS\ VHVVLRQ¶ VHYHUDO RWKHUV IHOW WKH LQWHUYLHZV ZHUH GHHS DQG PHDQLQJIXO RU
philosophical.  On occasion I left the interview feeling some concern that the doctor 
may have been left feeling distressed in some way, yet I was unsure how best to 
acknowledge this with them.  I had not expected such a deep response from them.  
As evidenced through the example provided by Savage (1995) my experience was 
not exceptional, as she too describes the discomfort she experienced as others 
shared sensitive information with her.   
 
Although being sensitive to the research environment is considered a strength it can 
also mean that routine behaviours are sometimes overlooked and not explored fully 
(Bonner and Tolhurst 2002).  For a time, I was unaware that a change in practice 
was occurring because of my presence within the consultation.  Although, I was 
familiar with the way the outpatient department was managed by the nursing team, I 
started to learn more about how this was managed during the conduct of the study.  
While it was common practice for the nurses and health care assistants to 
accompany patients into the consultation and remain there while the consultation 
took place, there were times whereby the nurse might be running between two 
consulting rooms and would need to divide their time accordingly.  As such, they 
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were not always present throughout the consultation and I was not surprised if a 
nurse or health care assistant did not remain within the consultation.  However, by 
staying in the consultation (as an observer) I started to discover that I was 
inadvertently replacing the nurse who might have stayed in the consultation.  The 
change was at first subtle but as time went on, it became more obvious that some of 
the nurses and health care assistants were purposefully removing themselves from 
the consultation because they thought I would replace them.   
 
To explain, I needed to liaise closely with the nurses and health care assistants 
within the department to ensure that I was present while the doctor prepared for the 
consultation and to ensure that I was already sitting in the consulting room so as not 
to cause any added disturbance when the patient came into the room.  I was 
conscious however, of the way the nurses and health care assistants perceived me 
DQG , GLG QRW ZDQW WR DSSHDU DV WKRXJK , ZDV VLPSO\ µKDQJLQJ DURXQG¶ DQG QRW
contributing in any way.  In order to fit in, I would make myself useful if I was waiting 
to see a patient by helping collect their notes from the clinic co-ordinators, offer 
clinical advice if requested, or answer their phones or volunteer to make cups of tea.  
As Allen (2002) states, these acts demonstrate how ones emotional or psychological 
needs at times influence the role we adopt in fieldwork.   
 
It was while I was liaising with the nurses and health care assistants prior to a 
consultation that some started to comment that if I was going into the consulting 
URRPWKHQWKH\GLGQ¶WQHHGWR :KLOHP\SUHVHQFHZLWKLQWKHFRQVXOWLQJURRPZDV
that of an observer, I was not adverse to helping out if need be, but I did not want to 
replace the role of the outpatient nurse as I was keen to observe their interactions 
within the consulting room, and as they accompanied patients out of the room at the 
end of the consultation.  It was easy to explain to them that I was not there to replace 
them, and to explain that my presence should not have any bearing on their normal 
practice.  Yet I found myself repeating this message on a number of occasions.  On 
some occasions I noted that they were genuinely concerned that there may be too 
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many people in the consulting room, while at other times it was convenient for them 
to remain outside.  Additionally, I believe that some of the nurses, were used to 
seeing me in the department as a senior research nurse, who would on occasion 
accompany patients into the consulting room and found my duel role confusing.  The 
implication of these actions meant that some of the nurses purposefully removed 
themselves from the consultation and as such their involvement in the study was 
limited and inherently had an impact on the study findings.   
 
Furthermore, it is important to note that if nurses or health care assistants were 
present during consultations, they often accompanied the doctor and patient into the 
physical examination room, adjoining the main consulting room.  While the doctor 
examined the patient, WKLV DIIRUGHG PH WKH RSSRUWXQLW\ WR VLW ZLWK WKH SDWLHQW¶V
relative(s).  On such occasions, it became frequently common for the relative to 
express their emotion or share additional information with me about the patient, 
which sometimes contradicted the patients account of how they were feeling and / or 
coping emotionally with their illness.  At first I did not consciously try to encourage 
WKLVRXWSRXULQJRILQIRUPDWLRQDQGVLPSO\UHVSRQGHGWRWKHUHODWLYH¶VFXHV+RZHYHU
as the research progressed I did at times actively engage in experimentation to test 
out whether or not my role had any effect by asking relatives how they were feeling 
or how they were coping.  In hindsight I do not think that my active pursuit of 
information was needed, as some relatives appeared only too willing to disclose their 
emotions and / or concerns.  Looking back through my field notes, I came to realise 
that some relatives may have seen me as a confidant or a stranger to whom they 
could express their emotions without fear of distressing their family further.  Some of 
the female relatives in particular chose to hide their feelings from their loved ones in 
order to protect them from an additional burden.  This was evident through their 
discourse and actions, as they tried to hide their emotional distress from the relative 
when they re-entered the consultation room.  On occasion I was asked to say 
something funny to them or to change the subject to help them re-compose 
themselves.  These occasions, were somewhat secretive and at first unexpected, 
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but they became integral to this study as my observations of relatives and the way 
they interacted with others in the consultation increased and helped direct my line of 
questioning further. 
 
3.10.2  Dilemmas of having a Dual Identity 
 
Having a dual identity has been shown to prove difficult for some to differentiate 
between the roles of nurse and researcher (Fowler 1988).  I tried to alleviate this 
problem from the outset by sitting down with the outpatient nurses to explain the 
nature of the study; to describe the purpose of my role within the department and the 
support I required from them.  For example I needed the nurses and health care 
assistants to inform me when they were about to call a patient to see the doctor, to 
ensure that I was present and prepared for the consultation.  As I have previously 
stated, some nurses and health care assistants found it difficult to differentiate 
between my dual roles.  Experiencing problems of identity is not uncommon in health 
care practice, particularly whereby health care professionals conduct research in 
their own or similar practices (Fowler 1988).   
 
6RPHQXUVHHWKQRJUDSKHUVKDYHH[SORUHGWKHGLOHPPD¶VWKH\IDFHGE\YLUWXHRIWKHLU
dual identity ± that of a nurse and a researcher.  For example, Gerrish (2003) writes 
of the ethical and moral dilemmas she faced in justifying her position and perceived 
intrusion into what she considered to be a highly emotional and significant encounter 
with a patient, whereby other health care personnel were going to discuss aspects of 
WKH SDWLHQW¶V WHUPLQDO LOOQHVV *HUULVK  GHVFULEHV WKH GLIILFXOWLHV VKH IDFHG LQ
trying to maintain a marginal position and in distancing herself from highly emotional 
encounters with others, in order to achieve an element of objectivity.  The account 
given by Gerrish is a prime example of a researcher who is interested in advancing 
knowledge but is equally concerned with the well being of others.  In addition to this, 
the health care professional sees the participant as a patient but as a researcher 
they perceive the participant as an informer (Holloway and Wheeler 2002).   
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In this study, I was keen to ensure from the outset that patients and their relatives (if 
appropriate) were aware of my dual role; that I was an oncology nurse, with 
experience of working within this department.  There were various reasons for this; I 
wanted to be honest and truthful; I wanted them to know of my clinical background in 
the hope that they would feel more at ease knowing that I had professional 
knowledge and experience within oncology; and I hoped that by having knowledge of 
my clinical background would help explain why I wanted to conduct this research.  
However, the advantages that this knowledge may bring may also prove to be 
problematic.  It was important to me that patients knew of my clinical background but 
I was aware that some may try to use this knowledge to meet their own needs.  For 
example, asking for my clinical opinion and / or asking me to provide further 
information and support.   
 
In some instances however, interventions of a professional nature may not always 
be possible and as such ground rules need to be established from the outset 
(Holloway and Wheeler 2002).  It was therefore necessary to take measures to 
overcome any potential problems to ensure that I was able to maintain a marginal 
position within the research setting.  As I talked to patients about the study, prior to 
obtaining their consent, I would tell the patient something about myself (in a 
professional capacity) and explain that while I was a nurse, I was acting in the role of 
a researcher in this capacity and because of that I was unable to clarify things for 
them that had arisen in the consultation and advised them that if they were unsure of 
anything then the doctor would be happy to clarify this for them.  This was however, 
easier said than done on occasion.  Whilst I felt that many of the patients respected 
my position, there were occasions whereby questions were asked and while I tried to 
divert some of these questions back to them to encourage them to reflect, this was 
not always possible.   
 
However, it is recognised that it is not always possible for researchers to detach 
themselves completely from participants, particularly during emotional and highly 
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sensitive situations (Holloway and Wheeler 2002; Gerrish 2003; Hesse-Biber and 
Leavy 2005).  I found myself in some highly sensitive and emotionally charged 
situations whereby I felt very uncomfortable trying to maintain a personal 
detachment.  The following, is an abstract from my field notes made following a 
consultation with a patient and my interview with him directly after his consultation; 
 
I sat willing the doctor to turn away from the computer and look at him as he 
looked so sad and not his usual cheery self as he was trying to tell her that 
KHZDVQRWFRSLQJHPRWLRQDOO\ZLWKKLVLOOQHVV6KHGLGQ¶WWXUQURXQGWRORRN
at him for ages, and I felt frustrated that she was missing something 
LPSRUWDQW 6KHGLGQ¶WHYHQVHHPWREH OLVWHQLQJWRKLP , IHOWVRIUustrated 
and a little angry at the doctor but most of all, extremely concerned for the 
patient, I wanted to reach out to him, but did not want to intervene during the 
consultation.  I felt torn.  I noticed that the nurse sat looking at him with a 
concerned ORRNRQKHUIDFHEXWVKHGLGQ¶WVD\DQ\WKLQJ± she said later that 
it was not her place to say anything, but she thought he should have been 
referred to the Psycho-2QFRORJLVWEXWLIWKHGRFWRUGLGQ¶WVXJJHVWLWWKHQKRZ
could she?   
 
During the interview, while trying to find out what his main concerns were at 
this time, he looked sad, deflated and lonely.  I felt a need to reach out to 
him and offer him some emotional support.  He told me he was scared of 
dying.  I was faced with a conflict ± did I try and support him or did I continue 
with the interview? I switched off the recorder (it felt intrusive to record at 
that moment) and asked him what he was thinking.  He basically wanted 
reassurance that people would continue to support him and try to ensure 
that he did not die alone and in pain.  While we discussed this he seemed to 
visibly relax.  This conversation took approximately two minutes and then we 
were able to continue with the interview ± I felt so sad for him, but at least I 
felt some assurance that he had been able to voice his concerns and hoped 
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that in a small way I had offered him some reassurance.  I knew I had done 
WKH ULJKW WKLQJ WR WU\ DQG KHOS KLP EXW GLGQ¶W NQRZ LI , KDG EHHQ ZURQJ WR
switch off the recorder. 
 
In this case and on other occasions, I endeavoured to question my actions and 
motivations for taking the course of action I did and as such turned to others for their 
support, guidance and advice; a course of action supported by others (Holloway and 
Wheeler 2002; Hesse-Biber and Leavy 2005).  
 
As an ethnographic researcher, Gerrish (2003) describes how nurse ethnographers 
need to take into consideration the research objectives, a particular situation and the 
values and interests of research participants to make ethically informed decisions 
throughout the conduct of the research.  On other occasions, rather than intervene it 
seemed more appropriate to walk away from a situation.  While I inevitably invaded 
the private lives of participants at particularly vulnerable times in their lives, there 
were times when I felt it was particularly important to afford the participants some 
privacy.  On one occasion the doctor left the consultation to speak to the Consultant, 
having told a patient and his wife that his disease could not be cured.  They broke 
down in tears and held each other so tightly; while they spoke of their fears and 
interpretations of the information given to them, it felt morally wrong to sit there and 
watch and listen to what was an extremely passionate display of emotion.  While this 
action may be challenged by some, it felt wholly appropriate to walk away and return 
once they had had time alone.   
 
In providing these reflective accounts, I have endeavoured to provide a reflexive 
account of my inclusion in the field as an insider clinician and my emotional 
responses to others.  The purpose of this endeavour was to enhance the readers 
understanding of how my involvement in the research setting influenced and / or 
impacted on social interactions which would have had bearing on data collection and 
subsequent analysis. 
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3.11  Summary 
 
This chapter has provided an account of the research strategy, the research design, 
as well as a description of the way the research was conducted and the issues 
surrounding this approach to research.  The methodological approach enabled me to 
explore how doctors and patients describe their experience of consultations and how 
they managed the disclosure and receipt of sensitive information.  Furthermore, it 
allowed me to observe and record their interactions, while they talked about 
sensitive issues and dealt with bad news in a cancer context, which would otherwise 
have been difficult to explore fully. 
 
The challenges and issues associated with this approach and research perspective 
KDYHEHHQ UDLVHGDORQJZLWK WKH WHQVLRQVRIFRQGXFWLQJ UHVHDUFKZLWKLQRQH¶V own 
professional environment.  By adopting a reflexive account, I have attempted to 
consider my position as researcher, and have explored issues that can arise from 
this approach overall.   
 
The methods used to collect data and the concurrent analysis of data was extremely 
time consuming and took longer to achieve than initially expected.  However, the 
richness of the data that this research approach has helped create, means that a 
clear and detailed account has emerged from the study.   
 
The findings of the study are presented in the following chapter and encompass two 
themes: 
x Doctors and patients acting their parts 
x Sharing uncomfortable news 
 
The themes offer an account of the ways doctors and patients perceived and acted 
out their roles during consultations and how they experienced the sharing of 
uncomfortable news in relation to the patients diagnosis, prognosis and how they 
managed the transitions of starting / ending and waiting for more treatment to be 
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prescribed.  Each theme is illustrated by verbatim quotes from interview transcripts 
and is supported with reflections from my field notes and actual recordings of 
consultations.  These illustrations are drawn together through the inclusion of an 
accompanying commentary and supportive literature to aid clarification. 
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Chapter Four 
Doctors and Patients Acting Their Parts 
 
4.1  Introduction 
 
µ:KLOH WKHGRFWRUPD\VHH WKHFRQVXOWDWLRQDVRQHRIPDQ\URXWLQH
encounters, for the patient it may be the most important or stressful 
aspect of their ZHHN¶ 
(Kurtz, Silverman et al.2005:14) 
 
This quotation succinctly captures the distinction between the way doctors and 
patients seemed to approach consultations within the Oncology outpatient setting.  
The doctors performed a number of consultations in any given week and had a 
number of tasks they needed to achieve within the consultation and often took on a 
directional role to ensure these were performed in a logical structure.  Patients and 
their relatives, on the other hand often entered the consultation uncertain about what 
would happen to them, it was only as they attended follow up consultations that they 
became more familiar with the way consultations were conducted and how the 
system worked. 
 
The emotional context of their encounters and their prior expectations as to how they 
should behave and interact with each other had the potential to complicate the way 
information was conveyed and received.  While some of the doctors tried to grapple 
with emotional issues, others seemed less able or willing. In addition to this, doctors 
did not necessarily make aspects of communication easy for each other.  This 
chapter has been entitled doctors and patients acting their parts because they each 
seemed to act out different roles within the consultation regardless of what they may 
be thinking or feeling at any given time.  The way doctors and patients interacted 
with each other did not always appear to show the true extent of their feelings or 
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frustrations during the consultations.  In comparison, it was interesting to observe 
that some relatives appeared to be more openly expressive about their feelings and 
concerns, which sometimes seemed to make it more difficult for doctors to know how 
to interact with them.   
 
This theme was developed from participants descriptions of their experiences and 
through outsider observations.  Excerpts from the data and case studies are 
SURYLGHGWRLOOXVWUDWHWKLVWKHPHRIµ'RFWRUVDQG3DWLHQWV$FWLQJWKHLU3DUWV¶7KHUROH
of each doctor is identified by placing a C ± Consultant and SpR ± for Specialist 
Registrar at the side of their name, to identify their status.  The categories and sub 
categories, which make up this theme are presented in Table 6. 
 
Theme Category Sub Category 
Doctors and Patients 
Acting their Parts 
 
 
 
 
 
Potential Deviations The Referral 
Position of Relatives 
Expression of Emotions Learning to Support 
Offering Emotional Support 
Compliant Patient Holding Back 
Doctor knows Best 
Table 6&DWHJRULHVDQG6XE&DWHJRULHVUHODWLQJWRµ'RFWRUVDQG3DWLHQWV 
   $FWLQJWKHLU3DUWV¶ 
 
Each of these categories and their sub categories are presented in turn.  Extracts 
from doctor and patient interviews are used to present the cases to be discussed 
and these are supplemented with my observations and excerpts from the recordings 
of their consultations.   
 
4.2   Potential Deviations 
 
Doctors described and appeared to conduct their consultations following a standard 
FRQVXOWDWLRQ PRGHO VLPLODU WR WKDW GHVFULEHG E\ %\UQH DQG /RQJ ZKR¶V HDUOLHU
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qualitative study, identified six phases of the medical consultation (Byrne and Long 
1976).  Although the following extract provides a typical example of the way doctors 
described the way they structured and conducted new case consultations with 
patients, there are many similarities here with follow up consultations: 
 
µI have got a fairly standard plan that I apply to everybody.  So what I tend to 
do is okay, before they come into the room I go through how they came to 
us, I go through their radiology in detail, I go through their history in detail 
and I kind of see where I am going to take this person and what I am going 
to offer them.  Having done that the first stage is to talk to him first about his 
presentation and about what investigations they had and what they found 
and that first of all allows him to talk freely and allows him to express what 
he wants and in a sense ask questions.  I can either answer those questions 
there and then or I can defer them for later.  But it allows this common 
ground of knowledge.  And so it is quite formulaic so you then go on and 
examine them and say right okay well we can sit down and talk about what 
ZH DUH JRLQJ WR GR DERXW WKLV  6R LW LV YHU\ IRUPXODLF¶ (Dr Harris, SPR ± 
source: 1st phase of study) 
 
Having control over the way the consultation was structured was seen as a way of 
µDQFKRULQJWKHFRQYHUVDWLRQDQGPDNLQJVXUHLWGRHVQ¶WJHWRXWRIFRQWURO¶(Dr Wilson, 
C).  While these views explain the desired process of the consultation from the 
GRFWRUV¶ SHUVSHFWLYH WKH\ DOVR SRUWUD\ DQ XQHTXDO UHODWLRnship of power between 
doctors and patients.  Doctors were frequently observed to be in control of the 
consultation as they followed a routine approach to meet their agenda.  This finding 
is not dissimilar to the findings of previous studies whereby doctors controlled and 
managed the structure of the consultation to meet their objectives (Glaser and 
Strauss 1965; Byrne and Long 1976; Taylor 1988; Barry and Bradley et al 2000).   
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,Q WKLV VWXG\SDWLHQWV VHHPHG WRXQGHUVWDQG WKDW WKHGRFWRU KDGD µMRE WRGR¶ and 
GLGQ¶WJHQHUDOO\PLQGWKDWWKHGRFWRUVWUXFWXUHGWKHFRQVXOWDWLRQVRORQJDVWKH\IHOW
the doctor was interested in them and gave them an opportunity to and respected 
their wish to participate in the discussion.  Dr Wilson (C) recognised that patients 
PD\KDYHµEXUQLQJWKLQJVWKDWQHHGWREHDGGUHVVHG¶and so adaptations needed to 
be made.  At the beginning of a consultation, particularly new case consultations, the 
doctor usually asked the patient an open ended question, inviting them to tell their 
story about what was happening to them and then continued to direct the flow of the 
consultation.  On occasion however, deviations occurred which could potentially 
disrupt the prescribed flow of the consultation.  The main examples (of deviations), 
which emerged through the data are considered in this section.   
 
4.2.2 The Referral and Singing from the Same Hymn Book 
 
Prior to meeting a patient, the doctor would generally prepare for the consultation by 
VSHQGLQJDIHZPLQXWHVUHDGLQJWKURXJKWKHSDWLHQW¶VQRWHVBeing familiar with the 
SDWLHQW¶VPHGLFDOKLVWRU\ZDVFRQVLGHUHGLPSRUWDQWIRUDQXPEHURIUHDVRQV)LUVWO\
doctors appeared to feel it was important to know that they had all the necessary 
LQIRUPDWLRQIRUDQGDERXWDSDWLHQWLQRUGHUWRWU\DQGµresolve DOORIWKHLULVVXHV¶(Dr 
Hughes, SpR) within the consultation.  One doctor however, was sceptical that they 
could achieve this as in most cases the patient was entering into unknown territory: 
 
µAnd this is the thing I have difficulty with because you have to go through 
history, the notes, what has been going on and all stuff like that, examination 
and then you get to the point of talking about it and you have already gone 
through a lot of information.  And the thing I find difficult is then to say right 
this is the information I want to relay to you and then I want time for you to 
ask me any specific questions and I feel that I can relay information to them 
EXWWKH\GRQ¶WKDYHWLPHIRULWWRVLQNLQDQG WKH\GRQ¶WKDYHWLPHWRVD\ZHOO
these are the questions that I want.  Because they have sat there and they 
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GRQ¶WNQRZZKDWWKHLUH[SHFWDWLRQVDUHEHFDXVHWKH\GRQ¶WUHDOO\NQRZZKDW,
DPJRLQJWRVD\WRWKHP¶ [sic] (Dr Wright, SpR ± source: 1st phase of study) 
 
6HFRQGO\ QRW KDYLQJ DSSURSULDWH LQIRUPDWLRQ ZDV FRQVLGHUHG µXQSURIHVVLRQDO¶ and 
FRXOG PDNH WKHP ORRN µVWXSLG¶ in front of the patient.  While it was not common 
practice for doctors to prepare the medical notes in advance prior to meeting 
patients in clinics (this was the role of their clinic co-RUGLQDWRUVVRPHIHOWWKDWµSRRU
SUHSDUDWLRQ¶UHIOHFWHGEDGO\RQWKHP0DLQWDLQLQJDSURIHVVLRQDOLPDJHLQIURQWRIWKH
patient was paramount and having appropriate information to hand was crucial.  
Problems emerged however, when appropriate information was not present about a 
patient and there was a lack of communication between doctors and other health 
care professionals which could disrupt the flow of the consultation and have a 
negative impact on the patLHQW¶VH[SHULHQFH 
 
As doctors spoke of their experiences of consultations, a problem emerged whereby 
poor communication between colleagues could have a knock on effect to patient 
care.  Poor communication between colleagues could have a negative impact not 
only on the way doctors felt they were able to share information with patients but 
DOVRLQUHJDUGVWRKRZWKH\ZHUHDEOHWRSURFHHGZLWKWKHPDQDJHPHQWRIDSDWLHQW¶V
FDUH7ZRH[DPSOHVHPHUJHG ZKHUHE\EODPH ZDVDWWULEXWHG WR WKHSDWLHQW¶V LQLWLDO
referral to the Oncology department and a lack of openness in regards to disclosing 
information from both referring doctors and fellow Oncologists working within the 
same department.   
 
In the event that poor communication (between colleagues) had a negative impact 
on a consultation with a patient and their relatives, some doctors described their 
concern about how the patient may then perceive them personally and whether or 
QRW WKH SDWLHQW WKHQ TXHVWLRQHG WKH GRFWRU¶V DELOLW\ WR FDUH IRU WKHP DSSURSULDWHO\
The IROORZLQJVHFWLRQSUHVHQWVVRPHRIWKHGRFWRU¶VDFFRXQWVDQGVRPHH[DPSOHVRI
  
149 
 
KRZ WKH µUHIHUUDO¶ LQ SDUWLFXODU LQWHUIHUHG ZLWK WKH PDQDJHPHQW RI VHYHUDO
consultations, observed within this study.   
 
The patients participating in this study all had a diagnosis of advanced cancer and it 
was important to establish what they knew about their illness and the impact this 
would have on their future.  When patients were first referred to the Oncology 
department for new case consultations, the Oncology doctor was very much reliant 
upon referral correspondence from colleagues in other disciplines of medicine / 
surgery to help provide this information.  In addition to this, Oncologists, tended to 
use information from the referral letter and multi disciplinary team meetings to help 
them decide which treatment option was the most appropriate for each patient.  
However, in some instances doctors spoke of needing to re-consider their plans for a 
patient.   
 
The need to change a plan might arise if the information provided iQ WKH SDWLHQW¶V
UHIHUUDO OHWWHU GLG QRW FRUUHVSRQG ZLWK WKH SDWLHQW¶V YHUVLRQ RI HYHQWV RU WKH GRFWRU
assessed the condition of the patient differently to that of the referring doctor.  In 
their study to investigate the role of case presentations in socialisation of the health 
FDUHSURIHVVLRQDO/LQJDUGDQG*DUZRRGHWDOFLWHGWKHµlimits of professional 
DJUHHPHQW DQG WKH OLPLWV RI IDLWK LQ WKH SDWLHQW¶V  SDUHQW¶V DFFRXQWV (Lingard and 
Garwood et al. 2003:605) as two of the main sources of uncertainty in medical 
SUDFWLFH  +DQGOLQJ XQFHUWDLQW\ ZDV VHHQ DV DQ LQHYLWDEOH IHDWXUH RI D GRFWRU¶V
clinical practice but there was an art to how they presented their uncertainty through 
their discourse and actions (Lingard and Garwood et al. 2003).  In my study, the 
extent of uncertainty was never fully portrayed by doctors in the presence of the 
patient.  The dilemma or frustration they felt often became apparent as they spoke to 
me during their interviews.  The following narrative provides an example of a case 
SUHVHQWDWLRQ WR GHPRQVWUDWH WKH ZD\ WKH GRFWRU¶V XQFHUWDLQW\ ZDV PDQDJHG ZLWK
UHJDUGWRGLVFXVVLQJDQHZSDWLHQW¶VSODQRIFDUHGXULQJWKHLULQLWLDOPHHWLQJ 
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Case study 1 ± From Plan A to Plan B 
Prior to seeing Dr Davis (C), Mr Hart had been lying down on a couch in one of the 
physical examination rooms adjoined to a consulting room.  He had been 
experiencing some pain and found it difficult to sit for prolonged periods of time.  His 
wife sat on a chair by his side.  As I sat with them, he described feeling anxious but 
was relieved to be seeing the Oncologist for the first time.  It had taken a long time 
him to be diagnosed with his cancer and he had started to lose faith in the medical 
profession.  He hoped that he would find out during this consultation what the 
doctors intended to do to help him.   
 
When Mr Hart eventually meets Dr Davis (C), the doctor explains: 
 
µ, KDYH GLVFXVVHG \RXU FDVH DW D PHHWLQJ WKDW ZH KDYH ZKHQ WKH [-ray 
doctors and Oncology doctors and everybody else gets together...and I 
XQGHUVWDQGWKDW\RXVDZ0U%LQWKHHQGRVFRS\VXLWH"¶(Dr Davis, C) 
 
Mrs Hart responded by saying that they met Mr (B) (Surgeon) the previous day but 
the endoscopy was not performed.  Dr Davis (C) tells them that she knew of this and 
explains that Mr (B) was: 
 
µFRQFHUQHGDERXWKRZSRRUO\\RXDUHIHHOLQJVR,ZDVYHU\NHHQWRPHHW
XSZLWK\RXWRGD\WRVHHKRZWKLQJVKDYHEHHQ¶(Dr Davis, C) 
 
After Dr Davis (C) has finished asking Mr Hart to provide a summary of his medical 
condition and after she has completed a physical examination of Mr Hart in the 
DGMRLQLQJH[DPLQDWLRQURRPWKH\UHWXUQWRWKHFRQVXOWLQJURRPWRGLVFXVV0U+DUW¶V
diagnosis in more detail.  Mr Hart looked concerned as Dr Davis (C) explained: 
 
µZKDWZHKDYHIRXQG DUHVHFRQGDU\FDQFHUV 1RZDW WKHPRPHQW LW¶VQRW
clear to us where the primary cancer is.  That sounds unusual but actually it 
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is a situation that we find ourselves in and there are a group of patients that 
we see that even if we do lots and lots of tests we never actually find the 
SULPDU\FDQFHU¶(Dr Davis, C) 
 
Dr Davis (C) then proceeds to explain that the tests conducted so far have not 
identified the primary cancer but she feels that: 
 
µWKHUHLVDEORRGWHVWLQSDUWLFXODUWKDW,WKLQNZRXOGEHUHDlly helpful and that 
will give me a very good idea about where it is...and what I can then do is I 
FDQDFWXDOO\SODQIRU\RXWRKDYHVRPHWUHDWPHQW¶(Dr Davis, C) 
 
0U+DUWVLPSO\UHSOLHVZLWKDµ\HDK¶and then asks what his treatment may be.   
 
During the interview with Mr Hart following this consultation, he explains that he does 
QRW IHHO YHU\ µFRPIRUWDEOH¶ about how his care has been managed prior to this 
consultation.  He describes how he felt like a µ\R\RJRLQJIURPKHUHWRWKHUH¶as he 
was seen by one doctor after another; both in private and NHS care.  When asked 
what his thoughts were about this consultation he described Dr Davis (C) as being: 
 
µSROLWHXQGHUVWDQGLQJVKHH[SODLQVWKLQJVZKLFK,QHHGWRNQRZVKHWU\WR
make me understand what she LVJRLQJWRGR¶[sic] (Mr Hart) 
 
Although Mr Hart understood what Dr Davis (C) had to tell him, his wife did not have 
the same level of understanding, as English was not her first language.  Although 
she accompanied Mr Hart on his visits to the hospital, he explained things to her in 
PRUH GHWDLO RQFH WKH\ UHWXUQHG KRPH  2Q WKLV RFFDVLRQ 0U +DUW¶V RSLQLRQ RI WKH
doctor gave him µFRQILGHQFHLQKHUZKDWHYHUVKH¶VJRLQJWRGRVKHZLOOWU\KHUEHVW
IRU PH¶ this was despite not having a clear plan of action, which he had been 
ORQJLQJIRUIRUVRPHWLPH'U'DYLV&GHVFULEHGIHHOLQJµVXUSULVHG¶when she met 
Mr Hart because she had been told by the referring clinician, the previous evening 
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that in their opinion Mr Hart µZDVUHDOO\SRRUO\¶DQGGLGQ¶WWKLQNVKHZDVµgoing to be 
DEOH WR GR DQ\WKLQJ¶  Dr Davis (C) explained that she was µJHDUHG XS IRU WKDW¶
possibility and had planned to treat Mr Hart with best supportive care rather than 
chemotherapy.  When Dr Davis (C) saw Mr Hart, however she considered changing 
her mind.  She explained: 
 
µ0\SODQ$MXVWFODSSLQJH\HVRQKLPFKDQJHGWRSODQ%DQGWKHQSODQ%ZDV
VFXSSHUHGEHFDXVHKHKDGQ¶WKDGWKHWHVWWKDW,KDGUHTXHVWHGEHFDXVHWKH
VXUJHRQIHOWWKDWKHKDGEHHQXQZHOO¶(Dr Davis, C) 
 
When asked to describe her views of the consultation, Dr Davis (C) explained that 
VKHIHOWQRWKDYLQJDQLGHQWLILHGSODQRIWUHDWPHQWZDVQHYHUSDUWLFXODUO\YHU\JRRGµa 
FRQVXOWDWLRQVKRXOGEHZKHQ\RXFDQVD\ULJKWWKLVLVZKDWZHDUHJRLQJWRGR¶ and 
WKDWWKHµuncertDLQW\¶was often difficult for patients.   
 
The need to propose a clear plan of action to patients in their new case consultations 
DSSHDUHGWREHLPSRUWDQWWRWKHGRFWRUV,QWKHFDVHSUHVHQWHGKHUH0U+DUWGLGQ¶W
mind waiting another week to find out what would happen to him.  Yet, when asked 
how she felt Mr Hart had responded to her and this proposed plan of action, Dr 
Davis (C) was not really sure, but felt that he may have been a little frustrated, 
although she did not necessarily get this impression from the way he interacted with 
her; she was simply guessing.  From her perspective, Dr Davis (C), felt that the 
FRQVXOWDWLRQ ZDV µRND\ EXW QRW JUHDW¶ and was concerned that Mr Hart went away 
without really having any answers or a plan of treatment.  
 
This sentiment was borne out in the frustrations of another doctor who was unable to 
SUHVHQW D FOHDU GLDJQRVLV DQG SODQ RI WUHDWPHQW WR D SDWLHQW EHFDXVH WKH\ KDGQ¶W
µEHHQJLYHQDSURSHUOHWWHURIUHIHUUDO¶Rather than criticise the referring clinician Dr 
Ta\ORU & ZDV FULWLFDO RI WKH SUHVVXUHV WKH\ IDFHG IURP µSROLWLFDO GLUHFWLYHV¶ which 
VWLSXODWHG WKH QHHG IRU KHDOWK FDUH SURIHVVLRQDOV WR PHHW µZDLWLQJ WLPH WDUJHWV¶
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'HSDUWPHQWRI+HDOWK 'U7D\ORU & IHOW WKDW WKH µimperative was on speed 
but doesQ¶WDOORZXVWRKDYHDOO WKH LQIRUPDWLRQWRKDQGZKHQ WKHSDWLHQWFRPHV WR
VHH XV¶  The patient in this case had a complicated disease and the pathologists 
were still in the process of trying to make a diagnosis, as she attended her new case 
consultation to see Dr Taylor (C).  The patient in this case was philosophical: 
 
µ7KHSDWKRORJLVWLVREYLRXVO\VWLOOZRUNLQJRQWKLQJVVRKHKDVREYLRXVO\JRWD
bit of an unusual case as well so I am hoping he comes up trumps and he 
gets that bit right.  But I appreciate that I am not really going to know one 
way or the other.  But it is a lot more, I am going home happier than I was 
H[SHFWLQJWR¶ (Mrs Martin) 
 
:KHQLQWHUYLHZHG0UV0DUWLQIHOWWKDW'U7D\ORU&KDGEHHQDVµhonest and truthful 
with me as he could be¶Being familiar with the nature of their illness was important 
to these patients, as was knowing that the doctor was taking an interest in them.  
While it was frustrating for doctors that they did not have sufficient information to 
proceed with a desired management of care, Mr Hart and Mrs Martin were content in 
the knowledge that the doctor understood them and expressed hope that they could 
do something to help them.  This was seen in a study conducted by Hagerty and 
Butow et al (2005) with patients who had been diagnosed with a life threatening 
illness; for these patients having a relationship built on trust was very important.  
Similarly Roter and Hall (1993) emphasised, that although patients turned to their 
doctors to benefit from their medical expertise they also wanted to develop a 
relationship with someone with whom they could depend upon to do their best for 
them.  In contrast it was important, for Dr Davis (C) and Dr Taylor (C) to provide an 
appropriate plan of action that was fully informed through medical evidence in a 
timely and efficient manner.  Yet, despite the fact that Mr Hart and Mrs Martin had 
not had a particularly good experience prior to their new case consultations in 
Oncology, the approach used by each of these doctors towards them, had a positive 
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impact on the way they perceived what was happened to them in these 
consultations. 
 
Through these examples I have shown how problems can emerge within new case 
consultations which disrupt the flow of the consultation; particularly from the 
2QFRORJLVW¶V SHUVSHFWLYH  +RZHYHU SUREOHPV DOVR HPHUJHG LQ IROORZ XS
consultations as some doctors and other health care professionals failed to 
communicate with each other (either in writing or in person) what information they 
had disclosed to patients and their relatives.  This is reflected in the following quotes: 
 
When these people are seeing lots of different people that can make 
communication with the patient difficult because they have been told 
GLIIHUHQWWKLQJVE\GLIIHUHQWSHRSOHDQG\RXGRQ¶WNQow what they have been 
told and that is a problem that can break down levels of trust between 
patients and physicians.  I think it is something that doctors and nurses need 
to get better at communicating with each other, so we can all be singing from 
the sDPHK\PQERRNZKHQWDONLQJWRWKHSDWLHQW¶(Dr Green, SpR- source: 
1st phase of study) 
 
µ$QG,VDZWKHPIRUWKHILUVWWLPHDIWHUDFKDQJHRIMRELQWKHFKHPRWKHUDS\
clinic, with another scan result which I discussed with them and it came as a 
huge shock to them that they had any particular disease in that area at all.  
6RWKH\GLGQ¶WNQRZDERXWLWDWDOO,FRXOGVHHWKHIDPLOLDUWHQVLRQFRPLQJXS
as well in between and that is something I would definitely want to avoid with 
all my life.  And that is not conducive atmosphere, for where I can talk about 
the treatment for what needs to happen and what not.  And I put that down 
to lack of information which could just be missed by someone on the ward or 
LWKDVEHHQZLOIXOO\VXSSUHVVHG,GRQ¶WNQRZ¶ [sic] (Dr Walker, SpR- source: 
1st phase of study) 
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It is evident from these accounts that some doctors were very much aware of the 
problems that may arise, not only for themselves but also for their patients if 
inconsistent information is disclosed by colleagues or in the event that information 
may be withheld, either intentionally or by mistake.  The way in which doctors chose 
to communicate information to patients appeared to be more complex than previous 
studies may have indicated.  Although there has been a general move towards a 
culture of openness; whereby health care professionals are encouraged to disclose 
information to patients, regardless of the sensitive nature of the information to be 
imparted (Taylor 1988; Seale and Addington-Hall et al.1997; Field and Copp 1999), 
VRPH 6S5¶V VSRNH RI QHHGLQJ WR DGDSW WKHLU LGHDO DSSURDFK WR RSHQ GLVFORVXUH WR
meet the preferred method of disclosure adopted by each Consultant.  Dr Wright 
(SpR) described how on several occasions she had been criticised for disclosing 
sensitive information (upon request from the patient) because the Consultant had not 
wanted the patient to know the severity of their situation. 
 
While there was evidence from Glaser and Strauss (1965) that doctors and nurses 
controlled how much patients and their relatives needed to know, the level of control 
DGRSWHG E\ &RQVXOWDQWV ZDV QRW DOZD\V FRPPXQLFDWHG WR 6S5¶V  7KURXJK
*RIIPDQ¶VSRUWUD\DORI µWHDP¶KHGHVFULEHGKRZPHPEHUVRIDWHDPKDYHDPXWXDO
understanding of how they should perform and interact in front of others (Goffman 
1959), yet in this case some of the junior members of the team were not necessarily 
aware of the rules of the game and what might be expected from them.  As such, 
WKHUH DSSHDUHG WR EH VRPH GLIILFXOW\ LQ UHVSRQGLQJ WR WKH SDWLHQW¶s need for 
LQIRUPDWLRQDQGHQVXULQJ6S5¶VV\QFKURQLVHGWKHLUDSSURDFKWRFRPPXQLFDWLRQZLWK
that of each Consultant without unduly compromising their ideal practice and the 
needs of each patient.   
 
4.2.3  Position of Relatives 
Family members regularly accompanied patients to their consultations.  Many 
patients appeared to value the support of their family during the consultation.  
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Although it has been suggested that some relatives have a tendency to take on a 
dominant role within consultations (Faulkner and Maguire 2001) this did not appear 
to be the so in many of the cases I saw.  Patients and relatives often appeared to 
offer each other practical and emotional support albeit in various degrees. 
 
The position of relatives within consultations was not a primary focus of this study 
however their interactions on occasions, played a significant role in the way the 
consultation was conducted.  While some doctors recognised and valued the 
presence of relatives in the consultation, as they helped support the patient and 
µidentified questions¶ WKDW PLJKWQRWRWKHUZLVH KDYH EHHQ DVNHGRWKHUV IRXQG WKHLU
presence difficult to manage.  To illustrate two of the main issues that arose, two 
FDVHVWXGLHVDUHSUHVHQWHGRQHUHODWLQJWRWKHPDQDJHPHQWRIDIDWKHU¶VFRQFHrn for 
his son, which was raised when his son was absent from the room and the second 
FRQVLGHUV WKH ZD\ D ZLIH¶V QHHG IRU LQIRUPDWLRQ ZDV KDQGOHG DV KHU KXVEDQG¶V
health deteriorated. 
 
Case Study 2 ± Fathers Concern 
Mr Jackson, a man in his forties, attends his consultation, accompanied by his father 
and mother who have travelled a considerable way to be with their son during his 
first consultations with the Oncologist.  During the consultation, Mr Jackson is asked 
by Dr Williams (SpR) to describe his symptoms.  Mr Jackson tells Dr Williams (SpR) 
he has some pain and some indigestion but does not elaborate on these symptoms; 
he seems to be more concerned with learning about his prognosis.  When probed by 
Dr Williams (SpR) to answer his questions Mr Jackson provides information, which is 
supplemented by his father.  Mr Jackson appears quite content with his father¶s input 
and they look to each other for what appears to be confirmation of what they are 
each saying.  When Mr Jackson moves into the adjoining room to wait for Dr 
Williams (SpR) to come through to perform his physical examination, the father has 
the following conversation with Dr Williams (SpR): 
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Mr Jackson father:  It certainly took him a long while to recover from his 
RSHUDWLRQGLGQ¶WLW" 
Dr Williams:                   Yes 
Mr Jackson father:    Diet wise, he still wont go out with us for a meal or anything 
Dr Williams:  umm 
Mr Jackson father:     Although he eats quite well now he gets very loud 
indigestion 
Dr Williams:         umm 
Mr Jackson father:     smaller portions yes but he gets violent indigestion after a 
meal 
Dr Williams: ah I see 
Mr Jackson father: and it sounds a bit like a cow in labour 
Dr Williams:  (laughs) 
Mr Jackson father: DQG LWGRHVQ¶WZRUU\KLP WRRPXFKEXWKHZRXOGQ¶WZant to 
do that in public 
Dr Williams:  umm 
Mr Jackson father: as you might say 
Dr Williams:  right I understand that 
Mr Jackson father: and I just think a lot of his nutrition is his beer really 
Dr Williams:      right 
Mr Jackson father: but he likes that so 
Dr Williams:  okay  
Mr Jackson father: and at this stage it seems wrong to criticise 
Dr Williams:  sure, sure I understand that 
Mr Jackson father: FHUWDLQO\ZKHQZH¶UHZLWKKLPKH¶VYHU\GLVFLSOLQHGZLWKKLV
GULQNLQJLVQ¶WKH" 
Dr Williams:  umm 
Mr Jackson father: but one gets the impression he probably drinks for longer 
SHULRGV ZKHQ ZH¶UH QRW WKHUH ZH FDQ DVVHVV WKDW IURP
WHOHSKRQHFDOOVGRQ¶WZH",W¶VGLIILFXOWWRVD\ 
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Dr Williams: \HV,¶PMXVWGRLQJDTXLFNVHDUFKRQWKHFDQFHUZHEVLWHMXVW
to geW \RX WKH ILJXUHV WKDW \RX QHHG«H[FXVH PH D
moment 
Mr Jackson father: certainly, yes. 
 
It is not uncommon for relatives to have a number of questions and / or concerns 
that they wish to raise with doctors and other health care professionals that arise out 
of concern, ignorance and uncertainty and in terms of knowing what to do to help 
their loved one and / or what to expect will happen in the future (Timmermans 1994).  
It is evident from what 0U-DFNVRQ¶VIDWKHULVVD\LQJWRWKHGRFWRUWKDWKHKDVVRPH
FRQFHUQV DERXW KLV VRQ¶V SK\VLFDO V\PSWRPV DQG KLV FRQVXPSWLRQ RI DOFRKRO  $V
this discussion takes place Dr Williams (SpR) remains seated at the desk with his 
EDFNWR0U-DFNVRQ¶VSDUHQWVDQGKe focuses his attention on the computer screen in 
front of him.  This example illustrates a prime example of the doctor evading the 
IDWKHU¶V FRPPHQWV DQG QHHG IRU LQIRUPDWLRQ  )URP DQ REVHUYHUV SHUVSHFWLYH WKLV
behaviour appeared rude and insensitive, although this was not reflected in the 
GHPHDQRXURI0U-DFNVRQ¶VSDUHQWV /RQJDQG%\UQHVXJJHVW WKDWGRFWRUV
WHQGWRXVHWKLVWDFWLFZKHQWKH\HLWKHUGRQRWZDQWWRµFRPPLW¶to an answer or are 
reluctant to share information.  In this case, Dr Williams (SpR) later described in his 
interview a reluctance to commit to a response: 
 
µI was deliberately vague and just used kind of verbal cues to accept what 
WKH\ ZHUH VD\LQJ  $QG , GLGQ¶W ZDQW WR VD\ DQ\WKLQJ EHFDXVH WKHLU VRQ
ZDVQ¶WWKHUHVR,GLGQ¶WIHHO uncomfortable.  I just thought well they are your 
LVVXHVDQGZHOO,DFFHSWWKDWVR,MXVWXVHGµXPPV¶DVNLQGRIFXHVWRMXVWVD\
WKDW ,DFFHSWZKDWWKH\¶UHVD\LQJEXW,FDQ¶WUHDOO\GRDQ\WKLQJDERXWLW¶ (Dr 
Williams, SpR). 
 
Dr Williams (SpR), statement typified the concerns of some of the other doctors who 
found it difficult to talk to family members without the patient being present or without 
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KDYLQJ WKHSDWLHQW¶VSHUPLVVLRQ WRVSHDN WR IDPLO\PHPEHUV 7KLV LV LQFRQWUDVW WR
the findings of previous studies whereby there was a tendency for health care 
professionals to disclose more information to relatives because it was generally 
recognised that family members needed to know what was happening so that they 
could prepare for the future, because they were the ones going to be left behind 
*ODVHU DQG 6WUDXVV  6HDOH   ,Q &RSS¶V VWXG\ QXUVHV DSSHDUHG WR
recognise and accept that the relatives of those who dying require as much if not 
more support on occasion to help them adjust to the difficult and trying situations, 
they face throughout their loved ones illness (Copp 1999).  
 
Doctors in this study who found it difficult to share information with relatives, 
reconciled their position by emphasising that their µGXW\LVWRWKHSDWLHQW¶and not the 
rHODWLYHV:KLOH0U-DFNVRQ¶VIDWKHUDQGPRWKHUGLGQRWDSSHDUWRVKRZDQ\RXWZDUG
signs of distress or annoyance with the way Dr Williams (SpR) interacted with them, 
Faulkner and Maguire (2001) suggested that the best course of action is for the 
doctor to negotiate an agreement with the patient as to who and what information 
they share with relatives to try and prevent difficult situations from occurring.  For 
many doctors in this study, this course of action only appeared to occur as a 
µUHDFWLRQDU\¶UHVSRnse to a situation as opposed to a pre-determined plan of action 
between doctor and patient.  A prime example of this is provided in the next case 
study. 
 
Case Study 3 ± $:LIH¶V1HHGIRU,QIRUPDWLRQ 
Mr Rogers and his wife are in their early seventies and are regular visitors to the 
Oncology department.  Mr Rogers appeared (through his non verbal communication) 
to understand the information conveyed to him in consultations, but in fact he hardly 
ever heard what his doctors told him, as he explained during his interview on the 
second time of us meeting.  The way Mr Rogers interacted with the doctors, 
SRUWUD\HGDQ LPDJHWR WKHPWKDWKH µNQHZZKDWZDVKDSSHQLQJ¶ (Dr Roberts, SpR) 
and was µTXLWHMRYLDODQGRSWLPLVWLFDERXWWKLQJV¶(Dr Skelton, SpR).  Mr Rogers was 
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in fact hard of hearing and his wife had to explain things to him when they got home.  
This is reflected in the following extract after being told that his chemotherapy had 
not worked: 
 
Mrs Rogers: VKHVDLGLWKDGQ¶WZRUNHGGRQHZKDWWKH\H[SHFWHGLW to do, it was 
the bit where she said it had grown, some of it had grown, that upset 
PH PRUH WKDQ DQ\WKLQJ  ,I VKH¶G KDYH VDLG LW KDGQ¶W ZRUNHG EXW LW
was, in a matter of fact it was worse you see.  So that upset me but I 
GRQ¶WNQRZZKHWKHU0U5RJHUVKHard that bit 
Mr Rogers: ,GLGQ¶W,GLGQ¶WKHDUWKDW 
Mrs Rogers: +HGLGQ¶WKHDUWKDWELW\RXVHH 
Mr Rogers: no 
 
Mrs Rogers started accompanying 0U 5RJHUV¶V to his consultations because he 
would come home having forgotten or having not heard µhalf of what he had been 
told.¶ $QRWKHUSUREOHPDOVREHFDPHHYLGHQWWKURXJK0U5RJHU¶VGLVFRXUVHGXULQJKLV
interviews.  As a consequence of how he perceived the medical profession, he was 
inhibited from asking questions or clarifying things he did not hear because he 
considered that doctors were µDERYHPHDQG ,FDQ¶W WDON WKHVDPH ODQJXDJH¶  The 
impact of this perception and subsequent interplay between his interactions with his 
doctors meant that he was not always fully informed as to what was happening to 
him.  Mr Rogers grew to rely on his wife to seek and clarify information on his behalf.  
Mrs Rogers was more assertive and needed to know what was happening to her 
husband.  This became particularly evident when his health started to deteriorate 
quite considerably.   
 
On the day before Mr Rogers was due to come for his outpatient consultation (my 
third time of meeting him) I phoned him at home to ask if I can attend his 
consultation.  He was at a day centre for respite care but Mrs Rogers said that they 
would not mind as they liked seeing me.  She tells me that she has some questions 
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VKHZDQWVWRDVNWKHGRFWRUEXWGLGQ¶Wknow if she could ask them or not.  It is not 
uncommon for relatives to wonder if they can ask questions during medical 
consultations.  An example of this is provided by The (2002) who found that some 
relatives did not know if they could ask questions, but when questions went 
unanswered they continued to have outstanding concerns after the death of their 
partner..   
 
0UV 5RJHUV GHVFULEHG RQ WKH WHOHSKRQH KRZ VKH FRXOG VHH WKDW KHU KXVEDQG¶V
health was deteriorating and started to cry as she spoke to me.  When she could talk 
to me Mrs Rogers explained that she wanted to know what would happen to her 
husband next and how she would care for him as his health deteriorated.  She also 
wanted to be able to forewarn her daughter who was currently living in America so 
that she could get home in time to say goodbye to her father before he died.  There 
was however, a slight conflict in the family as her son had warned her not ask 
questions because he felt that his dad did not want to know the answers.  Mrs 
Rogers was troubled because she did not know what to do for the best.  As Glaser 
and Strauss (1965) point out, the need for information intensifies as relatives 
become more aware of and witness the deteriorating health of their loved one.  In 
this case, however the conflicting need for information between family members was 
evident, as they all sought to try and protect each other (Copp 1999), in one way or 
another.   
 
On the day of the appointment, Mr and Mrs Rogers entered the consulting room with 
their son, who had travelled down from Edinburgh to be with them.  On previous 
occasions, Mr Rogers had entered the consulting room looking jovial and upbeat, 
regardless of whether or not he received good or bad news, but on this occasion he 
looked sad and vulnerable.  As the consultation progressed, Dr Mason (SpR) asked 
them if they had any questions they would like to ask and to Mr Rogers, Dr Mason 
6S5DVNHGµDo you want me to discuss anything with your family? I am quite happy 
WRGRDQ\WKLQJ LW LVXS WR\RX¶ Meanwhile, 0UV5RJHUVGLGQ¶WKHVLWDWH WRDVN µwell 
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\RX NQRZ KRZ ORQJ GR \RX WKLQN ZH KDYH OHIW"¶  Dr Mason (SpR) slows the 
conversation down and asks Mr Rogers again how he would like to proceed.  Mr 
Rogers whispers that he would like to know the answer, but then starts to cry and 
holds his head in his hands.  After some negotiation between Dr Mason (SpR) and 
Mr Rogers, Mr Rogers asks to leave the room whilst Dr Mason (SpR) talks to his 
family.  After hugging his wife, he leaves the room with the health care assistant who 
has been sitting quietly at the back of the room; I later discover that they went for a 
walk. 
 
Dr Mason (SpR) moved his chair to sit close to Mrs Rogers and her son, who were 
sitting side by side.  As an observer, I noticed how calm people appeared to be and 
yet apprehensive about what was about to unfold.  In one sense I was compelled to 
listen to what needed to be said and yet in another sense I wanted to be somewhere 
else.  Although I could see for myself that Mr Rogers was dying I did not want this 
confirmed through words.  I initially struggled to remain emotionally detached from 
this discussion in order that I might be able to observe the situation with some 
objectivity.  The discussion was managed by Dr Mason (SpR) calmly and slowly and 
with compassion.  Dr Mason (SpR) looked as though he had all the time in the world 
to spend with this family.  Before they proceed to talk about Mr Rogers prognosis in 
any detail, Mrs Rogers and her son explain that it is difficult to get Mr Rogers to talk 
to them because he µGRHVQ¶W UHDOO\ ZDQW WR NQRZ¶  In this case, Mr Rogers was 
controlling and managing his state of awareness by not asking questions, but not 
wanting to talk gave rise to tension within the family as they had competing needs for 
information.  This scenario was explored by Mamo (1999) as she described the 
FRPSHWLQJ QHHGV IRU LQIRUPDWLRQ RI KHU SDUWQHU¶V IDPLO\ ZKHQ IDFHG ZLWK WHUPLQDO
illness and how they each tried to manage their individual conflicts and needs to 
cope with what was happening now and what was likely to happen in the future. 
 
According to Glaser and Strauss (1965) distinction between states of awareness, Mr 
Rogers was at this time in a state of suspected awareness, whereby he suspected 
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that something was wrong but did not want to have his fears confirmed.  During my 
interview with Mr Rogers the following day, he explains that he spent the night 
awake worrying about what his family had been told.  By allowing the doctor to 
speak to his family in his absence Mr Rogers realised that the doctor would not have 
given good news.  After a sleepless night he asked his wife to tell him what had been 
VDLGEHFDXVHKHGLGQ¶WZDQWWRµlie there again wondHULQJZKDWZDVJRLQJWRKDSSHQ¶ 
as he explained: 
 
µZH WDONHG WKLVPRUQLQJTXLWHD ORW DQG QRZNQRZZKDWZHDUH GRLQJ DELW
EHWWHU QRZ >VLF@ EXW \RX¶YH JRW WR JHW RYHU WKH VKRFN \RX NQRZ  $OO ULJKW
\RX¶YHJRWWZRWKLQJVJRLQJWKURXJK\RXUPLQGGLGWKHFKHPRZRUNDQGLVLW
can I have some moUHDQG WKDW¶VZKDW¶VJRLQJ WKURXJK\RXUPLQG :HOO LW
has been in the past but not now, not after yHVWHUGD\¶ (Mr Rogers) 
 
Mr Rogers was clearly and understandably in a state of crisis.  Although he knew 
that his health was deteriorating he was hopeful that more treatment would be 
forthcoming to help prolong his life further and as such his state of awareness could 
KDYH EHHQ GHVFULEHG DV µXQFHUWDLQ¶ 7LPPHUPDQV   <HW IROORZLQJ UHFHQW
HYHQWV KLV µXQFHUWDLQW\¶ RU GHVLUH QRW WR NQRZ ZKDW ZDV KDSSHQLQg to him was 
unintentionally confronted by the needs of this family to know what they faced in the 
near future.   
 
It is often difficult to know how to manage such consultations where patients and 
their relatives have µFRPSHWLQJQHHGV¶for information (Faulkner and Maguire 2001).  
As Clayton and Butow et al found from their qualitative study, relatives needed or 
wanted to prepare for the future but some patients were less willing to hear what had 
to be said about their prognosis, particularly as their condition deteriorated (Clayton 
and Butow et al. 2005a).  In this case, Mr Rogers remained hopeful, even up until 
this time, despite experiencing deterioration in his health, that he may still be able to 
have some more chemotherapy.   
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This case also demonstrates how the emotional needs of relatives can influence the 
way the consultation is conducted and managed.  In asserting their need for 
information, it was not clear how much thought had been given by this family as to 
what would happen next.  Although Mrs Rogers and her son had talked about their 
need for information and what this would mean in a practical sense, it is not clear if 
the consequences of having this information had been thought through fully.  When 
family members know the truth, maintaining a state of uncertain open awareness 
becomes more difficult to sustain (Timmermans 1994).  Although Glaser and Strauss 
(1965) believe that knowing the truth may tempt family members to convey the truth 
to their loved one, this case highlights how Mrs Rogers and her son were privy to 
some bad news about Mr Rogers and he knew this.   
 
According to Dr Evans (SpR), some patients stipulate that they particularly do not 
want their relatives to know what is happening to them because at the end of the day 
the patient will be able to tell from their loved ones expression if the news is 
distressing: 
 
µ,FDQWKLQNRISDWLHQWVZKRIRUH[DPSOHWKHLUUHODWLYHVDUHGHVSHUDWHWRNQRZ
their prognosis because they want to care for them, to plan and they want to 
look after them, yeWWKHSDWLHQWGRHVQ¶WZDQWWRNQRZDQGWKH\DUHDGDPDQW
WKHLUUHODWLYHVGRQ¶WNQRZEHFDXVHRWKHUZLVHWKH\FDQJXHVVIURPWKHLUIDFH¶ 
(Dr Evans, SpR). 
 
When Dr Mason (SpR) was interviewed following the consultation with Mr Rogers 
and his family, he was ver\ FRQVFLRXV RI WKH IDPLO\¶V FRPSHWLQJ QHHGV IRU
information.  When situations arise, whereby the relative expresses their concerns to 
a doctor who in turn fails to offer them support or information they are in danger of 
leaving the family vulnerable without an appropriate support network to help them 
(Faulkner and Maguire 2001).  Yet the difficulty of negotiating concerns and needs of 
ERWK SDWLHQWV DQG UHODWLYHV FDQ PDNH WKH GRFWRU¶V UROH PRUH FRPSOLFDWHG &OD\WRQ
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and Butow et al. 2005a).  When asked for his thoughts about the various needs of 
this family, Dr Mason (SpR) replied: 
 
µLQ WKDW LQVWDQFH WKHZLIHDQGVRQVDLG\HV LQ IURQWRIKLPDQG WKH\GLGQ¶W
give him the option as to whether he wanted to know or not and they were 
already ready for me to go through all the detail but you can see that he is 
not going to cope with the answer.  He probably knows, he probably knows 
that.  An instance when you sent the patient away and the family stays it is 
DOZD\V JRLQJ WR EH EDG QHZV  %XW , GRQ¶W WKLQN KH ZDV UHDdy to hear it 
himself and I think that is very important to give him that choice but get his 
FRQVHQW  ,IKHKDGVDLGQR,GRQ¶WZDQW\RXWRWDONDERXW LWZLWKDQ\RI WKH
IDPLO\WKHQ,ZRXOGQ¶W¶(Dr Mason, SpR; 3rd Cons) 
 
Although Dr Mason (SpR) did not know Mr Rogers or his family, having never met 
them before, he was happy to have this discussion, having confirmed he had the 
SDWLHQW¶VSHUPLVVLRQWRWDONWRKLVIDPLO\+HZDVDOVRDZDUHWKDWDOWKRXJKWKHIDPLO\
needed to know what was happening, Mr Rogers reaction depicted a clear message 
that he was not ready to hear the same information.  Although the disclosure of 
terminal news has been described as an emotional experience for both the doctor 
imparting the information and the patient and / or their family who receive such 
information (Taylor 1988) Dr Mason (SpR) described how for him this was a routine 
consultation, and one that he felt comfortable conducting.   
 
Schön  LGHQWLILHG WKLV OHYHO RI SURIHVVLRQDOLVP DV WKH µDUWLVWU\ RI SUDFWLFH¶
whereby experienced professionals are able to deal with situations that may have an 
uncertain or variable condition about them.  Through their discourse, less 
experienced doctors demonstrated their uncertainty about how they should approach 
some situations, particularly emotionally charged situations where relatives were 
present in consultations.  7KH\ VSRNH RI µWHVWLQJ RXW¶ different styles of 
communication to help them negotiate their way through difficult situations.  Being 
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confrontational or offering reassurance were two such styles which they tended to 
use.  The use of these styles or approaches is portrayed in the following extracts: 
 
µ..every time I was talking to the patient he (the relative) would keep butting 
in and getting very aggressive by the minute and then I thought the best 
thing to do was just ignore him because the patient kept on apologising to 
PH\RXNQRZVRUU\GRQ¶W SD\DQ\DWWHQWLRQDQGKHNHSWRQDQG WKHQ\RX
know I just had to say I am sorry sir I am not talking to you I am just talking 
to my patient, my duty is to my patient and carried on talking to her and then 
they left¶ (Dr Smith, SpR- source 1st phase of study) 
 
µI try to reassure them the reason why they ask is because they do care for 
their loved one and that the reason that they want to know is because they 
are trying to be nice if you like, but it sounds abrupt no matter how you 
SKUDVHLW7RVD\WKDW,DPVRUU\EHFDXVHWKH\GRQ¶WNQRZRUWKH\ZRQ¶WJLYH
PHSHUPLVVLRQ ,FDQ¶WGLVFORVH LWZLWK\RXEHFDXVH WKDWPDNHV WKHUHODWLYH 
feel very much rejected¶(Dr Evans, SpR- source: 1st phase of study) 
 
It was evident through their discourse that some doctors found it particularly difficult 
to deal with the emotional expressions of relatives, who appeared to them to be; 
militant, protective or angry.  Negative experiences often evoked a stronger 
emotional response on the part of these doctors that meant they were better able to 
recollect what had happened to them and were able to remember situations in more 
detail.  As such difficult experiences within medical consultations tended to offer a 
greater learning opportunity.  ,W LVQRWXQFRPPRQ WREHDEOH WR µUHFDOO¶H[SHULHQFHV
that have had a negative effect on us and this has been observed within a number of 
different situations (Maynard 2003).  This may be due to the fact that people are 
more likely to spend time reflecting on the incident that has caused them distress 
until they remember it with vivid memory (Maynard 2003).  The general management 
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or learning associated with difficult situations will be considered in the following 
FDWHJRU\µ([SUHVVLRQRI(PRWLRQV¶ 
 
4.3 Expression of Emotions 
 
Despite the certainty that most people will get upset having been told that they or 
their loved one has a life threatening illness, there was a tendency for doctors, 
patients and their relatives to express and or show some difficulty in sharing these 
emotions with each other and colleagues.  The way patients and relatives acted out 
their emotions and frustrations are part of this theme and will be considered in the 
IROORZLQJVHFWLRQµ&RPSOLDQW3DWLHQWV¶7KHH[SHULHQFHVDQGREVHUYDWLRQVRIGRFWRUV
are referred to in this section.   
 
This phenomenon is complex and as I observed a number of consultations and 
explored the views of doctors, several factors arose which were of relevance.  These 
included whether or not the doctor felt that they had the relevant skills to show 
empathy to their patients and how they sought to learn appropriate interactions, 
regardless of whether or not the doctor thought it was part of their role to explore 
emotional distress and offer emotional support.  On the occasion that emotions were 
publicly displayed or alluded to by the patient and or / their relative, some doctors 
fDLOHG WR QRWLFH RU UHDFW WR WKH SDWLHQW¶V FXHV VHQVLWLYHO\ ZKHUHE\ FRQFHUQ DQG
empathy may have been demonstrated through their interactions.  Some doctors 
were observed to ignore emotional distress even though they thought experience 
had helped them identify when emotional support may be required.  Each of these 
VFHQDULRV SOD\HG D SDUW LQ FRQWULEXWLQJ WR D GRFWRU¶V DELOLW\ RU LQDELOLW\ WR H[SUHVV
emotional support. 
 
4.3.2 Learning to Support 
 
For some of the doctors participating in this study the need to offer emotional 
support and empathy to their patients was very important to them, but they did not 
necessarily know how to demonstrate this appropriately.  For some it was not a 
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matter of as Mann (2005) suggested, suppressing their emotions in order to portray 
a message to the patient that they feel cared for (regardless of how the doctor was 
feeling), it was more about them trying to find suitable ways of expressing empathy 
which would convey a message that they were genuinely compassionate of the 
SDWLHQW¶VVLWXDWLRQDQGWKDWWKH\ZDQWHGWRKHOSWKHPEXWGRLQJVRLQDPDQQHUZKLFK
was beneficial to the patient.  Some doctors were however, more insightful of their 
need to improve their skills than others.  The next case study presents the trials and 
tribulations one doctor faced as he searched for a way of offering emotional support 
to his patients and their families.   
 
Case Study 4 ± Supportive Touch 
For Dr Roberts (SpR) his difficulty in relation to offering emotional support was more 
of a personal matter.  He realised that he had difficulty offering emotional support 
through touch, and by this I refer to the touch of an arm or a knee to make some 
form of physical connection with a patient who may be distressed.  He thought that 
touching a person in this way may help demonstrate empathetic understanding.  Dr 
Roberts (SpR) had observed his colleagues use touch in their consultations and had 
felt it had been used to good effect and he wanted to learn how to use it effectively in 
KLVSUDFWLFH'U5REHUWV6S5UHFROOHFWHGXVLQJµWRXFK¶GXULQJDQLQWHUDFWLRQZLWKD
SDWLHQW EXW WKH SDWLHQW PRYHG DZD\ IURP KLP DQG 'U 5REHUWV 6S5 IHOW µit had 
DFWXDOO\PDGHWKLQJVZRUVHDQG, WKRXJKWRKGDPQ¶  In this case, he believed that 
the patient was not receptive to the use of touch, and as such his intention to offer 
empathy failed as his interaction was rejected by the patient.  Dr Roberts became 
wary of using touch in future interactions as he was worried about how the 
LQWHUDFWLRQ ZRXOG EH SHUFHLYHG EXW HTXDOO\ KH GLGQ¶W ZDQW WR DSSHDU µXQFDULQJ¶ or 
µVWDQGRIILVK¶ but did not know what other techniques he could use.  This example, 
demonstrates how care may have been given to portray a supportive impression to a 
patient, and yet as Goffman (1959) describes, anxiety is experienced if the intended 
impression does not appear to be rightfully accepted by the other.   
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Dr Roberts (SpR) described how he attended a communication skills course in the 
hope that he could learn alternative techniques to help him build on his 
understanding of social awareness, through social facility to allow for more intuitive 
and effective interactions with his patients.  This doctor actively sought to ensure that 
he thought about what he did or proposed to do in various situations whereby the 
consequences of his actions held significant importance to the patient, yet his 
problems persisted.  Initially, Dr Roberts (SpR) felt the course had given him: 
 
µ7HFKQLTXHVWRFRSHZLWKGLIILFXOWsituations and...it has also kind of opened 
P\ H\HV WR VRUW RI VD\ WKHUH LVQ¶W D ULJKW RU D ZURQJ ZD\ RI GRLQJ WKLQJV
there are just techniques of communicating and you have to try and use 
techniques, firstly that you are comfortable with I think and the second thing 
is what is right in that situation.  I came away with a few you know four or 
ILYH WHFKQLTXHV WKDW , KDYH WULHG  6RPH KDYH ZRUNHG DQG VRPH KDYHQ¶W
ZRUNHGMXVW EHFDXVH WKH\ GLGQ¶W ZRUN ILUVW WLPH GRHVQ¶W PHDQ , ZRQ¶W XVH
WKHPDJDLQ¶(Dr Roberts, SpR- source: 2nd phase of study).  
 
From the outset, Dr Roberts (SpR) acknowledged that he had a problem expressing 
HPRWLRQVDQGHPSDWK\WRZDUGVSDWLHQWV)RUKLPHPSDWK\ZDVQ¶WDQLQKHUHQWVNLOO
but was something he wanted to learn and to demonstrate through his interactions 
with his patients.  He initially found it useful knowing there were various techniques 
he could try in clinical practice to help him.  When asked at a later date how he was 
JHWWLQJRQKHVDLGKHKDGUXQ LQWRSUREOHPV µrather than have a structure to pin it 
RQ,ZDVNLQGRIJRLQJ,FDQWDNHWKLVDQGQRWWKDW¶and in his view, it went horribly 
wrong.  For Dr Roberts (SpR) having a range of techniques to try in practice had a 
negative effect on what he was trying to achieve.  As Eraut (1994) points out, using 
alternative techniques can be challenging and the road to success is not always 
guaranteed.   
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Although Dr Roberts was trying to learn techniques that were helpful and 
comfortable to him, he also began to think that it was important to maintain a 
µSURIHVVLRQDOGLYLGH¶with his patients, because at the end of the day the patient was 
coming to him for his help and support and he needed to be rationale and objective.  
As a way of attempting to establish this professional divide, Dr Roberts spoke of 
EHFRPLQJµLPSDUWLDO¶but in reality he was being perceived by patients as µXQFDULQJ¶
Knowing how to present himself to his patients appeared to be a difficult and 
challenging endeavour, which became more apparent to him after receiving some 
negative feedback from a patient.  In this case, the feedback offered an insight into 
what Dr Roberts did as well as the consequences of his actions.  When feedback is 
received in this way, it is often unexpected, particularly if the feedback is provided by 
a patient or their relative in the form of a complaint.  Dr Roberts described feeling 
upset by this but did not quite know how to change, he felt lost.  Accepting negative 
feedback and admitting failure was difficult for some and this is reflected in the 
following extract: 
 
µDQG WREH DEOH WR DGPLW WR VRPHRQHDFWXDOO\ , GRQ¶W WKLQN , KDQGOHG WKDW
very well, how could I have done that better? It is very hard for a doctor to do 
WKDW EHFDXVH \RX DUH VRUW RI DGPLWWLQJ D IDLOXUH LQ VRPH ZD\¶ (Dr Wright, 
SpR- source: 1st phase of study) 
 
This extract reflects how difficult it can be for some doctors to talk openly with 
someone about their concerns of how they may have interacted with a patient for 
fear of being judged in a negative light.  I for one was taken by surprise that Dr 
Roberts was able to share his problems with me as he did at times appear 
unapproachable and brusque.  Yet, the information he disclosed to me gave me a 
greater insight into this man which enhanced my respect for him and desire to try 
and help him, by letting him talk of his experience(s) through our interviews.  From 
previous experience I was aware that some nurses tried to ensure that patients who 
were about to receive bad news were not seen by this doctor in clinic (if he was 
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present - in preference for another doctor) as they feared that the experience would 
cause the patient additional distress as they felt his expression of empathy left a lot 
to be desired.   
 
In their communication skills courses, Maguire and Faulkner have been impressed 
that doctors and nurses are able to submit themselves to close scrutiny (Maguire 
and Faulkner 1988a).  Yet, some doctors in this study felt that nurses were more 
µRSHQ DQG KRQHVW¶ about sharing negative experiences with each other, a practice 
which Dr Wright (SpR) was particularly envious of, as opposed to doctors who tried 
to µFRSH¶ in silence because they could not share things with each other.  This is 
GLVFXVVHG IXUWKHU LQ WKH QH[W FKDSWHU XQGHU WKH VXE FDWHJRU\ RI µ&RQFHDOLQJ D
Difficult E[SHULHQFH¶7KHUHZDVKRZHYHUDGLVWLQFWLRQEHWZHHQDUHDVWKDWWKH\IHOW
they could be open and honest about.  There was a consensus of opinion that the 
6S5¶V FRXOG VSHDN WR HDFK RWKHU RU WKHLU &RQVXOWDQWV DERXW PHGLFDO-technical 
matters but they could not talk freely about their experiences of communicating bad 
news and the emotional issues that were associated with this.   
 
There was only one instance where a doctor described actively seeking help from 
their Consultant.  Dr Roberts (SpR) felt that he haGEHFRPHµPXGGOHG¶and needed 
help to clear his mind and formulate an appropriate direction to follow in order to 
offer emotional support, whilst aiming to retain his professional identity.  Rather than 
distance himself from emotional distress which is in FRQWUDVW WR WKH µXQVSRNHQUXOH¶
described by Smith and Kleinmann (1989) Dr Roberts seemed to want to portray an 
impression that he was empathetic to the needs of his patients and still maintain an 
impression that he was able to make logical and rational decisions and suggestions 
on their behalf.  Dr Roberts (SpR) thought that the support offered to him was 
µVXSHUILFLDOZLWKRXWDQ\LQWHQW¶and instead turned to the literature on communication 
skills to help him resolve his issues.  Dr Roberts (SpR) described feeling 
disappointed and let down and continued to try out alternative techniques until he 
found styles of communicating that he felt comfortable using.  This example 
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demonstrates how a willingness to learn is crucial to ones learning but a lack of 
support from others may hinder ones progress and in return affect clinical practice.   
 
)RUWKHPDMRULW\RIWKH6S5¶VOHDUQLQJKRZWRRIIHUHPRWLRQDOVXSSRUWDQGGHYHORSLQJ
their own styles of communication appeared to be a lonely journey and one of trial 
and error.  Moon (2007) describes this, not as a lonely journey but as a private 
SURFHVVRIµZRUNLQJZLWKPHDQLQJ¶whereby the individual is able to identify that they 
need to do something to make a change to enhance their knowledge or performance 
and draw upon the support of others or other learning aids to help them develop.  In 
this study, some of the doctors felt their culture was restrictive and prevented them 
from seeking the help of their colleagues.  The necessary help required appeared to 
be holistic in as much as they appeared to need help and support to assist in the 
reflection of challenging experiences and personal support to help them identify their 
professional image and how they wished to practice and develop both professionally 
and personally.   
 
4.3.3 Offering Emotional Support 
 
During the interviews, some doctors mentioned ways in which they felt their 
interactions and communications with patients had changed over time.  Some felt 
that as they had grown in experience, their confidence had developed and they felt 
better able to judge how to respond to patients and their relatives in any given 
situation.  This is brought to life in the following example: 
 
µ,WKLQN,KDYHEHFRPHPRUHDEOHWR,PD\EHZURQJEXWP\LQWHUSUHWDWLRQLV
maybe I can understand a bit more of what they are feeling more quickly and 
I have probably seen most of it on several different occasions and can now 
ILQGWKHZRUGVPRUHHDVLO\WKDQ,XVHGWR¶(Dr Taylor, C- source 1st phase of 
study) 
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This gradual development in skills and confidence emerged through various 
processes of learning and professional development.  Eraut (1994) identifies a 
number of professional learning processes that include propositional and process 
knowledge.  Analysis of the data in this study highlighted the importance of doctors 
developing their professional skills and expertise through experiential learning and 
some spoke of attending formal communication skills courses.  While they were not 
DOZD\VFRQVFLRXVO\DZDUHRIUHIOHFWLQJµRQ¶RUµLQ¶WKHLUDFWLRQs, it was also an activity 
of learning they sometimes engaged in.  Learning from experience was seen as a 
continuous activity but some situations appeared to be more meaningful than others 
and received more attention.  In the context of offering emotional support some 
doctors were more insightful of how they interacted than others.  Some doctors 
actively sought ways of trying to develop their skills, while others were perhaps 
oblivious to the way their interactions impacted on their patients.  For some their 
interpretation or assessment of their personal attributes was different to that of their 
patients.  There was a consensus of opinion from the doctors that situational 
knowledge gained from within their day-to-day interaction with patients and their 
relatives had helped them learn to interpret the emotional needs of patients, but this 
was not always reflected in their actions.   
 
There were times when doctors were observed to distance themselves from the 
emotional needs of their patients and / or their relatives.  Faulkner and Maguire 
(1988a) suggested various reasons why doctors tend to distance themselves from 
patients.  They believed that some doctors do not know how to µhandle difficult 
HPRWLRQV¶so try to avoid them and try to rationalise their behaviour.  An example of 
this may be a µIHDU WKDWSURELQJ LQWRKRZDSHUVRQ LVDGMXVWLQJ¶may do more harm 
than good or they felt that doctors distance themselves in order to protect 
themselves from µVRPH RI WKH VWUHVV RI FDULQJ¶ )DXONQHU DQG 0DJXLUH D  In 
addition to this, emotional distress may be ignored in order to sustain the awareness 
context as it is, thereby avoiding calling attention to the reality of the situation and 
maintaining a semblance of normality (Glaser and Strauss 1965).  As identified in the 
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VWXG\ E\ 7KH  GRFWRUV WHQGHG WR FRQFHQWUDWH RQ WKH µPHGLFDO-WHFKQLFDO¶
aspects of patients care, and tended to avoid emotionally charged situations, thereby 
distancing themselves from the expressions of emotions within their consultations.  
This is exemplified in the following case where the doctor felt that the emotional 
support of patients was the responsibility of others. 
 
Case Study 5 - Distancing  
Mr Lewis attended the clinic for a follow up consultation with his wife, having 
completed his chemotherapy and radiotherapy.  This was the second time I had met 
Mr Lewis.  Mr Lewis was to be seen by Dr Jones (SpR), a doctor he had not met 
before.  As he walked into the consulting room Mr Lewis looked very down.  This 
was in stark contrast to the way he had appeared when I met him previously.  Mr 
Lewis had at that time portrayed a jovial image and when asked about this he 
explained that he did not want to µoffload¶ his worries to his doctors.  
 
When Dr Jones (SpR) asked him how he was feeling, during her opening remarks, 
Mr Lewis replied: µQRW EDG DW DOO KHDOWK ZLVH  0LQG ZLVH , DP ODFNLQJ¶  Dr Jones 
(SpR) then asks him µZKDWKDVEHHQ WKHSUREOHP"¶and Mr Lewis tells her that he 
has µJLYHQXSLQP\KHDG¶Dr Jones (SpR) replies with µRKULJKW¶The nurse sitting 
quietly in the room looked at Mr Lewis concerned, as I feel, did I.  I was surprised by 
his comments, bearing in mind his previous desire to keep things to himself.  Mr 
Lewis had previously explained that he felt doctors were µSRZHUIXO SHRSOH¶ and 
recollected how he had looked up to his GP as the all-powerful figure within the 
community whilst he was growing up.  It was hard to tell in this situation, if Dr Jones 
(SpR) was actually listening to what Mr Lewis was telling her because she sat 
ORRNLQJ DW 0U /HZLV¶ QRWHV DQG GLG QRW UHDOO\ VHHP WR DFNQRZOHGJH ZKDW KH ZDV
saying.  Although Mr Lewis did not make any reference to this, when probed, it was 
an issue commented on by other patients and their relatives.  In a different situation, 
a relative explained that it made them feel happier if the doctor µWDONHGWRXV«ZHUH
ORRNLQJLQWRWKHIDFHDQGWKH\ZHUHQ¶W ORRNLQJDWSDSHUVDOOWKHZKLOHDQGWalking to 
WKHVKHHWRISDSHUZKLFK\RXGRJHW¶0UV0RRUH¶VKXVEDQG 
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Once Dr Jones (SpR) had asked some of the standard questions about physical 
health, she asked Mr Lewis what he was able to do on a daily basis.  Mr Lewis 
explained that: 
 
µI feel as thoXJK,DPZDVWLQJZKDW WLPH,KDYHOHIWEHFDXVH,FDQ¶WWKLQNWR
GRDQ\WKLQJSDUWLFXODUO\,FDQ¶WEHERWKHUHG««««,DPTXLWHFRQWHQWMXVW
sitting there for hours on end really thinking things over and obviously get 
GHSUHVVHGIURPZKDW,DPWKLQNLQJ¶(Mr Lewis) 
 
Dr Jones did not explore with Mr Lewis what he was thinking and proceeded to ask 
him µKRZROGDUH\RX"¶ Dr Jones (SpR) later explained to me that she thought Mr 
Lewis was µKDYLQJ D normal reaction to his illness.¶  During my interview with Dr 
Jones (SpR) following this consultation, she felt that the emotional issues of patients 
were important but it was not her µSULPDU\ IRFXV¶, when asked to explain why she 
thought this she replied: 
 
µ,WKLQNDVDQRQFRORJLVWZKDWZHDUHWU\LQJWRGRLVFRQWUROWKe disease and 
WKLVLVZKDWRXUSULPDU\UROHLV«,KDYHWRGUDZWKHOLQHDQGVD\,FDQJLYH
soPHVXSSRUWEXWRQO\WRDSRLQW¶ (Dr Jones,SpR) 
 
The point at which this support began and ended was unclear, as was the type of 
support she felt was required.  Dr Jones (SpR) felt it was the responsibility of other 
health care professionals to offer emotional support and family and friends should 
provide additional support.  Rather than help Mr Lewis talk about some important 
issues, this example, was an illustration of a doctor µSDVVLQJWKHEXFN¶ in order that 
someone else can provide the support (Faulkner and Maguire 2001). 
 
While Brown and Crawford et al (2006) support the notion that doctors are to care for 
the emotional wellbeing of their patients; they also recognise that there are certain 
problems worthy of consideration.  Caring for the emotional needs of patients, if the 
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patient chooses to express them, may not be best acted out within the medical 
consultation as time restrictions limit what can be achieved by a doctor who already 
has a list of objectives they need to achieve (Brown, Crawford et al. 2006).  There is 
QRHDV\DQVZHUWRWKLV\HWWKHGDQJHULVVXFKWKDWLIWKHSDWLHQW¶VH[SUHVVLRQRIWKHLU
emotional distress is not explored the health care professional then fails to identify 
the real needs or concerns of the patient (Faulkner and Maguire (2001).  In this 
case, Mr Lewis was actively seeking to share his concerns with his doctor, who did 
not appear willing to listen.  Exploring how emotions are managed and expressed is 
key to understanding the state of a patiHQW¶V DQG RU WKHLU UHODWLYH¶V IUDPH RI
awareness.  By engaging in an introspective examination of his emotions, following 
KLVPRWKHU¶VGLDJQRVLVRIDVHULRXVLOOQHVV7LPPHUPDQVFDPHWRUHDOLVHWKDW
family members and patients are powerful actors in constructing and managing their 
states of awareness as information does not necessarily lead to an open awareness 
but the way in which people cope emotionally with information does determine the 
state of open awareness they are in.   
 
In addition, Mr Lewis had in the past presented himself as a jovial man who did not 
like to express emotion in front of others and yet here he was, willing to share 
information with the doctor about how he was feeling and why he was concerned.  If 
Dr Jones (SpR) had explored Mr Lewis feelings in the case presented here, she 
would have discovered that Mr Lewis was preoccupied with thoughts of dying in pain 
and alone, without the support of health care professionals.  He disclosed these 
concerns to me with little probing, following the consultation in our interview.  He did 
not necessarily need any medical intervention in this case, he needed the 
opportunity to express his concerns and receive reassurance that he would not be 
left to die alone and unsupported.  Mr Lewis died about a month later.  
 
While Dr Jones (SpR) felt that it was not her responsibility to manage emotional 
issues within consultations, other doctors demonstrated through their discussions a 
belief that managing emotional issues was part of their role, thus indicating how 
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µHPRWLRQDOGLVWUHVV¶LVQRWDOZD\VµLQYLVLEOH¶WRGRFWRUV0DPRThese doctors 
demonstrated an awareness of how important it was to interact with their patients in 
an efficient and supportive manner.  This is reflected in the following extract: 
 
µ%UHDNLQJEDGQHZVGLVFXVVLQJWUHDWPHQWRSWLRQVRUGLDJQRVLVZLWKSDWLHQWV
and families, especially for young patients can be very difficult and 
emotionally draining.  Difficult mainly in terms of personal emotions and how 
I am delivering the news and how the subject is receiving the news.  And 
what sort of an impact is it going to have on that person and that family.  And 
DOVRZKDWVRUWRIDQLPSDFWLVLWKDYLQJRQPHLQWKHORQJUXQ"¶(Dr Hughes, 
SpR- source: 1st phase of study) 
 
The very nature of sensitive situations whereby significant information is 
communicated means that emotions will often run high (Brown, Crawford et al. 2006) 
but in the extract presented above, Dr Hughes (SpR) also considers the impact the 
news will have on all concerned.  In the following extract the wife of a patient 
explains what the new case consultation means to her and her family: 
 
µ:HKDYHEHHQZDLWLQJIRUWKLVGD\IRUDFRXSOHRIZHHNVDQGLWLVJRRG<RX
MXVW IHHO WKDWDV\RXJRDORQJ WKDWVRPHWKLQJ LVEHLQJGRQH\RXNQRZ  ,W¶V
just we will be getting the results today and you kind of build up your hopes 
and theUH¶VQRWKLQJWREXLOGXS,PHDQ,NHHSWKLQNLQJWKHZRUVWLVRYHUZH
KDYH EHHQ WROG KH¶V JRW FDQFHU EXW LW¶V KRZ ORQJ KH¶V JRW  <RX FDQ IDFH
things when you know what you are up against.  Today I am hoping we will 
NQRZZKDWZHDUHXSDJDLQVW¶(Mrs Hollis) 
  
As Mrs Hollis spoke, she broke down in tears.  Losing composure in this way was 
sometimes seen by relatives as a positive action.  Mrs Hollis felt that she µneeded to 
JHW WKLV RXW RI KHU V\VWHP¶ and seemed relieved to have the opportunity to cry.  
Similar situations arose with other relatives who broke down in tears during the 
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consultations.  They described to me, the emotional burden on them and their loved 
ones when the patient and doctor were often in another room.  This strategy enabled 
some relatives to turn to someone else to release some of their emotional tension as 
they purposefully tried not to let their loved one see how upset they were.  As Mrs 
Hart explained to me, she µWULHG WRNHHS JRLQJ , FU\ VRPHWLPHVEXWQRW LQ IURQW of 
him.¶ She did this because she felt that she needed to be strong for her husband 
DQG GLGQ¶W ZDQW WREXUGHQ KLP IXUWKHU  In each of these cases, it was a matter of 
making the invisible visible through a momentary lapse when they let their guard 
down.  In moments such as these, there was an opportunity for others to explore 
how they were feeling or what their concerns were, but this did not necessarily 
happen.  
 
Despite the willingness of some doctors to offer emotional support, they did not 
always manage to achieve this.  In the event that a relative became upset in a 
consultation their distress was rarely acknowledged.  Mrs Hart, for example sat 
crying while her husband was in the adjoining room with the doctor.  I sat and held 
her hand in a gesture of support while I listened to her talk.  She told me how 
distressed her husband was and how pre-occupied he was with thoughts of dying 
and she felt she could not help him.  As Dr Davis (C) walked back into the room, Mrs 
+DUW¶Vdistress was ignored.  Dr Davis (C) simply walked between us to wash their 
hands at the sink behind me.  When asked about this in the subsequent interview 
with the doctor it was explained: 
 
µI need to focus the consultation on the patient and if you have got a 
distressed relative it can distract from the consultation quite significantly.  
But I think if the patient is holding it together and they are asking for the 
information then you have to respect that and give it.  And it may well be that 
that relative may be distressed for a number of consultations and if you bring 
them back a day or two later, they may still be distressed.  So I try not to get 
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WRRVRUWRI LQYROYHG LQ LWEXWDJDLQWU\ WRDFNQRZOHGJHLIVRPHRQHLVXSVHW¶ 
(Dr Davis, C; 2nd phase) 
 
In this case, Dr Davis (C) felt that she did not nHHG WR DFNQRZOHGJH 0UV +DUW¶V
distress because I was offering her support.  In reality, Dr Davis(C) would have 
GLVFRYHUHG VLJQLILFDQW LQIRUPDWLRQ DERXW 0U +DUW¶V FRQFHUQV DQG IHDUV EXW WKLV
information was lost.   
 
On another occasion Dr Taylor (C) initialO\ WKRXJKW D SDWLHQW¶V KXVEDQG ZDV TXLWH
angry during a consultation as he resisted his attempts to engage in the 
FRQYHUVDWLRQDQGWKLVPDGH'U7D\ORU&IHHOTXLWH µuncomfortable¶ +HGHVFULEHG
trying to ask the husband a direct question to µEULQJKLPLQWRWKHFRQYHUVDWLRQ¶but in 
doing so realised that the husband was in fact very upset with tears in his eyes and 
appeared to be  unable to speak.  As this part of the consultation was observed, 
there appeared to be some tension in the room, and Dr Taylor looked quite 
uncomfortable and unsure about what to say next ± there was a moment of silence.  
The patient broke the silence, explaining that her husband was upset and moved the 
conversation forward in a light hearted manner and Dr Taylor (C) followed her lead.  
2QWKLVRFFDVLRQWKHKXVEDQG¶VGLVWUHVVZDVQRWH[SORUHGIXUWKHUDQGWKHUHZDVQR
further opportunity for him to express his concerns.  During my conversation with this 
couple later, I learnt that the husband had an unresolved anger about the way the 
surgeon had informed his wife that she had cancer.  The husband thought the 
surgeon had been insensitive and uncaring.  
 
In addition to this however, there is a social obligation to acknowledge such distress 
in any situation.  This is supported in the views of Spaulding et al (2003) who believe 
that in Western Cultures it is generally accepted that people will respond to 
emotional expressions of distress by trying to assist people in either rectifying their 
problems or by offering emotional support.  Having said this, they suggest that there 
are situational contexts which can inhibit people from offering emotional support; a 
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lack of confidence in one¶s ability to offer emotional support or pressing demands on 
ones time, are offered as examples (Spaulding, Sullivan et al. 2003).  Although, 
some doctors seemed to understand how important it was to help people because 
they were mindful of the impact a diagnosis of cancer had on patients, their 
willingness to help was not always acted upon.   
 
4.4 Compliant Patients 
 
Through a variety of sources, doctors are encouraged to interact with their patients, 
whereby they strive to seek an awareness and understanding of them (Pollock 
2005). Yet, few studies have sought to explore the interactional processes that occur 
between doctors and patients from various perspectives within a palliative context, to 
explore whether or not this is achieved in any great depth.  In The (2002) study, 
examples were provided to demonstrate how doctors and patients frequently failed 
to communicate in a full and open awareness context with each other in regards to 
the longer term issues of prognosis and dying.  Doctors were frequently unsure 
about what information they should disclose to a patient and patients were often 
unsure of what they actually wanted to hear, and as such they both seemed to skirt 
tentatively around these issues on a superficial level (The 2002).  In this study, it 
EHFDPHHYLGHQW WKDWVRPHSDWLHQWVVHHPHG WR µFRQWURO¶KRZPXFK LQIRUPDWLRQ WKH\
shared with doctors as a purposeful act.  This was not necessarily information about 
how they controlled everyday activities or how they accommodated treatments as 
seen in a study by Copp (1999) but in how they perceived their doctor and their 
doctors actions.  Rather than challenge, some patients chose not to make their 
IHHOLQJVRURSLQLRQVDSSDUHQW WKURXJK WKHLUDFWLRQVDQGFRPSOLHGZLWKWKHLUGRFWRUV¶
requests regardless of what they thought.  This was reflected in our conversations 
where they described ways of managing how they were perceived by others.  This is 
LOOXVWUDWHG WKURXJK WKHLU UHWLFHQFH DQG WKHLU GHFLVLRQV WR FRPSO\ ZLWK WKHLU GRFWRUV¶
GHFLVLRQVRUUHTXHVWVDQG WKURXJKWKHLUEHOLHIDQGKRSHWKDW WKH µGRFWRUNQHZEHVW¶
and had their best interests at heart.  In the next chapter this theme is extended to 
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LQFOXGHWKHQRWLRQWKDWSDWLHQWVGLGQ¶WDOZD\VZDQWWRUHYHDODGLIILFXOWH[SHULHQFHIRU
fear that their treatment and care may be compromised.   
 
4.4.1 Holding Back 
 
During my conversations with patients it became evident that some patients and 
their relatives chose not to express their frustrations to their doctors.  The extent of 
their frustration was linked to their individual experiences, of what was happening to 
them at the moment, what had happened to them in the past and their concern for 
what might happen to them in the future.  As seen in the study conducted by Byrne 
and Long (1976) patients were generally seen to interact in response to their doctor, 
rather than initiate any form of interaction themselves, regardless of how they may 
be feeling.  This is illustrated in the following examples. 
 
During the diagnostic phase of the consultation the doctor needed to ask questions 
in order to understand the patients experience thus far in order to help them make 
DQLQIRUPHGRSLQLRQDERXWKRZWRPDQDJHWKHSDWLHQW¶VIXWXUHFDUH%\UQHDQG/RQJ
1976) but also to try and learn how much and / or what they needed to say to the 
patient based on the patients prior understanding and awareness of their illness.  
7KHGRFWRU¶VUHDVRQIRUDVNLQJWKHVHH[SORUDWRU\TXHVWLRQVDERXWDSDWLHQW¶VPHGLFDO
history or social status was not however always made clear to the patient.  Some 
patients felt frustrated at being asked to provide this information, which is expressed 
through the words of one patient who recollected thinking µRK ,KDYHJRW WR WHOOP\
VWRU\DJDLQ¶ The ZLIHRI0U-RKQVRQDOVRH[SUHVVHGKHU µVXUSULVH¶ that the doctor 
had asked her husband to provide a summary of his medical history, during his new 
case consultation in the Oncology department as she felt that the doctor should 
DOUHDG\KDYHµthe medical stXII¶In addition to this another patient, Mr White and his 
wife were extremely anxious that Dr Taylor (C) had asked them for information about 
their children (to ascertain their social support structure at home) as they interpreted 
this to mean that his cancer might be genetic.  While a specific line of questioning 
might seem simple and straightforward to the doctor the meaning behind such 
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questions is not always apparent to the patient.  During my conversation with Mr 
White a highly intelligent Managing Director, he said his wife had a sleepless night 
worrying about why this question was asked and what it might mean for their 
FKLOGUHQ 0U:KLWHGHVFULEHGKRZWKH\KDGQ¶W OLNHGWRHQTXLUHDVWRZK\'U7D\ORU
was asking this question during the consultation, but it was evident when I met him 
the following day that Mr White was desperately trying to seek clarification from me.   
 
In regards to questioning patients about their medical history, Robinson and Heritage 
believe that the way patients are asked to provide this information may have some 
bearing on what the patient thinks or feels about answering (Robinson and Heritage 
2006) these questions, but this did not appear to be a concern in this study.  
Participants were more frustrated about the repetitive nature of having to provide this 
information, yet this was not reflected through their actions.  In fact in one case 
where the patient held back from communicating her frustration to the doctor, she 
said she actually liked the way the doctor posed the question, when she had thought 
DERXW LW  6KH IHOW WKH GRFWRU GLG VR LQ D UHOD[HG DOPRVW µODLG EDFN PDQQHU¶ which 
GLUHFWHGKHU WR µWHOOPHDERXW LW¶ VKHVDLGVKH IRXQG WKLV µTXLWH VRUW RI WKHUDSHXWLF¶
(Mrs Brown).   
 
It was not uncommon for patients and / or tKHLU UHODWLYHV WRFRPSO\ZLWKDGRFWRU¶V
request for information without expressing their reservation to do so.  The wife of Mr 
Johnson brought her diary along to the new case consultation to remind her husband 
of the dates of his various investigations, or his episodes of illness, or his admissions 
into hospital in preparation to answer such questions; this was despite her frustration 
at having to repeat this information with various doctors.  The following case study 
presents in more detail a situation where one patient in particular was reticent about 
being asked to provide such information.   
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Case Study 6 ± Continuity 
Mrs Brown came along to her new case consultation, accompanied by her husband.  
She was being treated for cancer at a different hospital but her Oncologist wanted 
her to be seen by another doctor for a second opinion, as Mrs Brown had a rare form 
of cancer.  When asked by Dr Taylor (C) at the beginning of the consultation to tell 
him about her medical history, Mrs Brown complied, appearing calm and relaxed as 
she did so.  She also gave a clear and concise reply to this questioning.  Dr Taylor 
(C) sat and made notes periodically as she did so, but also sat back in his chair 
looking and nodding to her in response.  Mrs Brown and Dr Taylor (C) looked very 
relaxed with each other.  When I interviewed Mrs Brown following the consultation I 
was surprised to learn that she felt generally frustrated with having to provide 
information about her medical history.  She felt that this was a constant exercise, 
which is reflected in the following extract: 
 
µLWWHQGVWREHVWDQGLQVDQGLWZLOOEHDGLIIHUHQWSHUVRQHYHU\WLPHDQGWKHQ
\RX¶YH WR JR WKURXJK \RXU PHGLFDO KLVWRU\, KDYH JRW LW GRZQ WR D ILYH
minute...yeah I have this, yeah I have that and I just reel it off.  I know it 
VRXQGVGDIWEXW\RXJHWERUHGZLWKWHOOLQJWKHVDPHVWRU\¶(Mrs Brown) 
 
For this patient, the underlying problem was the fact that she did not feel that she 
had received any continuity of care.  When she attended outpatient consultations 
she was nearly always seen by a different doctor.  She actually felt that no one 
actually knew her or was interested in her.  This feeling was exacerbated by the fact 
that she was asked each time to provide a summary of her medical history which 
was a reminder to her that once more she was seeing yet another doctor.  She 
JHQHUDOO\IHOWWKDWVKHZDVµZDVWLQJWKHWLPH¶RIKHUGRFWRUVZKRZHUHLQWXUQµwasting 
KHU WLPH¶ EHFDXVH WKH\ GLGQ¶W DSSHDU WR EH LQWHUHVWHG LQ KHU DQG VKH FRQVWDQWO\
needed to repeat herself.  She spoke of managing the expression of her frustrations 
by being µFKDWW\DQGEXEEO\¶EHFDXVHVKHMXVWZDQWHGWR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µJHWLQDQGRXWVRWKH\SUREDEO\WKLQN,¶PTXLWHDQHDV\JRLQJSDWLHQWUHDOO\
because I practically snatch the prescription out of their hands as I am 
UXQQLQJRXWWKHGRRU¶(Mrs Brown) 
 
In this case, I was unable to explore this issue further with Mrs Brown over 
subsequent consultations in this Oncology department because she did not attend 
the department again.  She was left with an open appointment to return in the future 
VKRXOG VKH RU KHU 2QFRORJLVW IHHO WKDW WKLV ZRXOG EH DSSURSULDWH  0UV %URZQ¶V
description of her behaviour exemplifies her attempt at creating a careful 
performance to be performed in front of doctors she does not know.  This is not an 
XQFRPPRQEHKDYLRXUDV*RIIPDQGHVFULEHG LQ WKH¶VKRZSHRSOHRIWHQ UHOD[
WKHZD\WKH\LQWHUDFWZLWKSHRSOHWKH\KDYHNQRZQIRUVRPHWLPHEXWPD\µ¶WLJKWHQ
WKHLUIURQW¶when interacting with people they do not know (Goffman 1959:216).  The 
expression of joviality described by Mrs Brown was also portrayed through the 
discussions and actions of other patients as well, who used it as a defence for 
disguising their true feelings to their doctors.  Not wanting to appear miserable, was 
a phrase used by some patients to describe why they acted in this way.  They did 
not however, disclose this information to me without being probed.  Some patients 
were observed to appear jovial within the consultation, regardless of whether or not 
they had just been given some very sensitive information or not.  It was only when 
they were asked to describe how they were feeling or to explain why they behaved in 
a particular way that they tended to use this phrase to describe their motivations.   
 
,Q 0UV %URZQ¶V FDVH VKH WULHG WR MXVWLI\ KHU XQZLOOLQJQHVV WR WHOO GRFWRUV KRZ VKH
UHDOO\ IHOW E\ VD\LQJ µZHOO ZKDW DP , VXSSRVHG WR GR" %HFDXVH LW LVQ¶W D VRUW RI
FRXQVHOOLQJ VHVVLRQ¶  She felt that the disclosure of her frustrations and concerns 
ZRXOG RQO\ WDNH XS PRUH RI WKH GRFWRU¶V WLPH DQG LW ZDV QRW WKHLU UHVSRQVLELOLW\ WR
listen to her concerns.  In this case, Mrs Brown did not clarify who she felt should 
listen to her concerns, but it was evident in the way she interacted with her husband 
that they spoke openly to each other and tried to resolve her concerns through his 
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interventions (i.e looking for information on the internet).  Similarly, others appeared 
to draw upon the support of their family to help them, or chose to utilise the support 
offered by their General Practitioners, particularly if the GP was seen to take an 
active interest in their wellbeing.  Others also spoke of the need to meet their 
0DFPLOODQ 1XUVH DOWKRXJK D QXPEHU RI SDWLHQWV DQG WKHLU SDUWQHUV GLGQ¶W OLNH WR
µERWKHU¶their Macmillan Nurse because they did not want to take up too much of their 
WLPH DQG GLGQ¶W SHUFHLYH WKHPVHOYHV µQHHG\¶ HQRXJK WR XVH WKHP 7KHVH SDWLHQWV
tended to believe that Macmillan Nurses were better served to tend to those who 
were dying and they did not tend to include themselves in this category.   
 
7KH SDWLHQWV¶ LQWHUSUHWDWLRQ RI D GRFWRUV¶ UROH ZDV DOVR LQWHUHVWLQJ  2Q VHYHUDO
occasions, I was struck by the exasperation some patients and their relatives felt 
because they did not think their doctor had listened to them or identified their 
particular concerns or needs.  As McIntosh (1974) and Macleod Clark (1988) state, 
patients diagnosed with advanced cancer need their health care professionals to 
communicate effectively with them in order to understand what their needs are.  Yet, 
there were instances where patients were loath to talk about their concerns and 
portrayed a particular image to disguise their feelings because they felt that it was 
not the job of the doctor to µOLVWHQWRVLOO\OLWWOH ZRUULHV¶  7KHµVLOO\ OLWWOHZRUULHV¶ZHUH
often serious concerns about what was happening to them or what was likely to 
happen to them in the future.  In the case SUHVHQWHG KHUH 0UV %URZQ¶V FRQFHUQV
were having a negative impact on the way she perceived the management of her 
care.  Where participants did not disclose how they were feeling, there was the 
chance that the doctor would have trouble recognising that there was a problem.  
7KLVLVUHIOHFWHGLQ'U7D\ORU¶V&FRPPHQWVDERXW0UV%URZQ 
 
µ<RXQHYer really know what people are thinking, but she did seem relatively 
content at the end of the interview, as far as I could tell, but she like every 
RWKHUSDWLHQWPD\KDYHEHHQSROLWH¶(Dr Taylor, C; 2nd phase) 
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If patients want to negotiate changes to their care, they have a responsibility for 
expressing and articulating their issues (Roter and Hall 1993).  Some patients were 
however concerned about what had happened to them in the past.  The extract 
below reflects why one family decided not to articulate their concerns that it had 
taken too long for the patient to be diagnosed with cancer: 
 
0UV0RRUH¶VKXVEDQG Myself, I was quite angry about it when we got the results 
EHFDXVH WKH\¶YHKDGDOO WKDW WLPH  ,I WKH\¶GKDYHFDXJKW LW
earlier enough it might not be as severe as it is now. 
Lynn: :  did you tell anybody how you were feeling? 
0UV0RRUH¶VKXVEDQG :HOO \RX FDQ¶W UHDOO\ EHFDXVH WKH\¶UH JRLQJ WR ORRN DW KHU
DQG \RXU , ZRXOGQ¶W NQRZ ZKDW WKH\¶UH JRLQJ WR WKLQN LW
PLJKWJHWWKHLUEDFNXS«WKHDYHUDJHSDWLHQWRUSDWLHQWVZLIH
RU KXVEDQG WKH\ FDQ¶W VWDQG XS DQG WHOO FRQVXOWDQWV
anything really can they? You know it is not etiquette to say 
ZK\GLGQ¶W\RXGRWKLVDQGZK\GLGQ¶W\RXGRWKDW«¶ 
Mrs Moore:  We never even got that far did we? Let¶s face it. 
0UV0RRUH¶VKXVEDQG %XW\RXGRQ¶WJHWWKHLUEDFNXSGR\RX"<RXGRQ¶WZDQWWKHP
WRWKLQNRKKH¶VJRLQJWREHDEORRG\nuisance. Is she going 
to get the same treatment or is she going to get 
QRWKLQJ"WKDW¶VZKDW\RXWKLQN 
 
Mr Moore silently challenged the provision of care his wife had received leading up 
to her diagnosis but held back from saying anything for fear that her future care 
would be compromised.  Mr and Mrs Moore simply proceeded to comply with the 
doctor¶s requests and justified their decision to do this based on their belief that the 
Oncologist had the appropriate skills to care for her.  In each of these cases the 
SDWLHQWVDQGUHODWLYHV¶XQZLOOLQJQHVVWRGLVFORVHKRZWKH\IHOWDGGHGWRWKHULVNRIWKH
doctor not being able to resolve their issues.   
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4.4.2 Doctor Knows Best 
 
When it came to making decisions about treatments, a number of patients were 
prepared to leave the decisions to their doctors and comply with their instructions, as 
WKH\ EHOLHYHG WKDW WKH µGRFWRU NQHZ EHVW¶ WKLV ZDV D ILQGLQJ UHSRUWHG E\ RWKHU
researchers (Cox, Jenkins et al. 2006; Elikin, Kim et al. 2007; Vogel, Bengal et 
al.2008).  When asked if they wanted to be involved in making decisions the 
common response (regardless of their educational background and age) was: 
 
µ1RQRW UHDOO\  ,ZRXOG UDWKHU ORRNXSRQ WKHPDV WKHTXDOLILHGSHUVRQ\RX
NQRZLIWKH\GRQ¶WNQRZZKDWWKH\DUHGRLQJWKHQ ZKRGRHV"¶(Mr Robinson-
Source: 1st consultation) 
 
µ\RXNQRZZKDWHYHUVWXII WKDWJRHV LQWR\RXFKHPRWKHUDS\PHGLFLQHVRU
WDEOHWVWKH\DUHWKHSHRSOHWRZRUNWKDWRXWQRWPH,GRQ¶WNQRZZKDWZLOO
NLOOWKHFDQFHU¶(Mr Lewis- Source: 1st consultation) 
 
Patients generally believed that the doctors were better informed to make decisions 
about prescribing active cancer treatments, which is reflected in the view of Mr 
Baker: 
 
Mr Baker:  ,ZRXOGVRRQHUWKH\MXVWVD\OHW¶VGRWKLVDQGMXVWGRLW 
Lynn:   and why is that? 
Mr Baker:  %HFDXVH,GRQ¶WXQGHUVWDQGDQ\WKLQJ 
0U%DNHU¶V:LIH They are the experts 
Mr Baker:  :HOO\RXKRSHWKH\DUHODXJKVWKDW¶VDOOWKH\NQRZPXFK 
   more than me so leave them to do their best. 
 
Seale et al (1997) reported that people have generally become more sceptical about 
WKH µH[SHUW DXWKRULW\¶ RI WKH PHGLFDO SURIHVVLRQ DQG DUH PRUH OLNHO\ WR TXHVWLRQ
decisions.  As such they report that the medical profession has needed to take steps 
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to encourage patient centred medicine, which they suggest is particularly evident 
within terminal care through expressions of emotional warmth (Seale et al 1997).  
Although a number of patients participating in this study trusted that their 
Oncologists would do the best for them as they deemed them to be far more 
knowledgeable, some patients did at times express dissatisfaction with the way a 
doctor interacted with them but were loath to disclose their dissatisfaction for fear 
that future care may be compromised.  This did not necessarily equate to a trusting 
relationship with their doctor but a relationship built on need ± a need to receive 
treatment to prolong their lives.  Only one patient participating in this study made his 
own decision not to have chemotherapy, despite the fact that this had been 
recommended by his Consultant. This was because he had considerable knowledge 
of chemotherapy agents and did not feel that the chemotherapy agent, which was 
best suited to treat his type of cancer was very effective.  He thought it was a nasty 
drug wiWKµLQWROHUDEOHVLGHHIIHFWV¶ 
 
In contrast to faith placed on doctors by their patients, some doctors were not always 
confident about what the best course of action may be.  This element of uncertainty 
was reflected through our conversations.  Trying to µEDODQFHXSZKHWKHURUQRW LW LV
ZRUWKZKLOH¶(Dr Wright, SpR) to prescribe what are often toxic treatment regimes to 
patients influenced preliminary decisions, while some doctors questioned the 
appropriateness of their decisions once a patient had been commenced on 
chemotherapy.  This is reflected in the following quote: 
 
µDQG\RXNLQGRIJRZHOO ZHGLGHYHU\WKLQJ WKDWZDV ULJKWDQGVRPHWLPHV
you do query about whether you did the right thing or not but that is natural 
(Dr Roberts, SpR) 
 
Concerns such DV WKHVH DURVH LI WKH GRFWRU ZLWQHVVHG WKH SDWLHQW¶V VXIIHULQJ DQG
demise in condition as a consequence of the treatment, as they ultimately wanted to 
promote their quality of life rather than longevity of life ± although the patient 
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frequently seemed to hope for the latter.  The uncertainty expressed by doctors in 
determining what the right course of action may be was not only reflected in the 
FRPPHQWV PDGH E\ 6S5¶V EXW DOVR LQ WKH WKRXJKWV RI &RQVXOWDQWV  7KH GRFWRU¶V
objective in some cases was to encourage patients to share the decision with them: 
 
µYHU\RIWHQ WKH SDWLHQWZLOO VD\ ,ZDQW \RX WRPDNH WKHGHFLVLRQEHFDXVH
you are the expert.  It is very difficult to then try and convey to them that you 
may know quite a bit about the disease but decisioQV DUHQ¶W DOZD\V EODFN
DQGZKLWHDQGWKH\FDQ¶WRUGRQ¶WOLNHWKDWTXLWHUHDVRQDEO\WKH\ZDQWDYHU\
clear steer but they need to be involved because the treatment decision has 
VLJQLILFDQWLPSOLFDWLRQVIRUWKHP¶(Dr Taylor, C- source: 2nd phase of study).   
 
Although patients were generally encouraged to be involved in the initial decision to 
have treatment, when first seen by the Oncologist, this involvement appeared to be 
less apparent as patients discontinued one treatment and waited to see if and when 
another treatment may be prescribed.  This is reflected upon more in the following 
FKDSWHUXQGHUWKHKHDGLQJµ0DQDJLQJWKH1H[W6WDJH¶ 
 
With the odd exception, the most important thing for these patients and their 
relatives was to know that something was being done to help them; a finding that 
supports that of The (2002).  As opposed to other fields of medicine where patient 
compliance towards treatment has come under close scrutiny (Brown and Crawford 
et al.2006), concerns of compliancy in regards to active cancer treatments were less 
of an issue for the patients participating in this study because without treatment their 
future looked bleak.  Patients were generally keen to receive treatment because they 
felt that they had little choice, because it offered them a chance of survival or 
prolonged life (Goldberg and Cohen et al. 1998).  Apart from Mr Jackson who 
decided he did not want to receive chemotherapy because he had prior knowledge 
of the chemotherapy agent, only one other person declined chemotherapy in the first 
instance.   
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Mrs Moore, had been led to believe (by her Gastroenterologist) that chemotherapy 
would be of no value to her and she should consider not having it.  During her initial 
consultation with the Oncologist Mrs Moore let it be known that she did not want to 
receive chemotherapy.  In trying to ascertain her reasons for this decision Dr Wright 
(SpR) learned that the Gastroenterologist who had been caring for Mrs Moore up 
until this point had told her that chemotherapy would not be beneficial to her as it 
would not extend her life.  While Dr Wright (SpR) appeared quietly persuasive with 
Mrs Moore during her new case consultation, it was apparent during my discussion 
with Dr Wright (SpR) later, that she was quite angry and disturbed by her cROOHDJXH¶V
behaviour because she believed that he had misinformed Mrs Moore.  While most 
patients were anxious to start chemotherapy or radiotherapy as soon as possible, 
Mrs Moore was persuaded by Dr Wright (SpR) to give chemotherapy a go, under the 
promise that she would find it beneficial in alleviating her physical symptoms and 
thereby improve her quality of life.  While I did not see Mrs Moore again within the 
context of this study, I did see her on several occasions on the chemotherapy unit 
with her daughter and she had found the chemotherapy improved her symptoms 
somewhat and was relieved that she had decided to give it a go.   
 
Although, Mrs Moore had initially had poor expectations of chemotherapy, one 
doctor believed that in general patients diagnosed with cancer had greater 
H[SHFWDWLRQV RI DFWLYH FDQFHU WUHDWPHQWV DQG WHQGHG WR µwant to work with them 
UDWKHU WKDQDJDLQVW WKHP¶ (Dr Skelton, SpR) in Oncology as the stakes were much 
higher.  In fact, for most of the patients there was a sense of urgency to start 
treatment as soon as possible.  When asked to describe what one patient thought 
would happen when they saw the Oncologist for a new case consultation, they 
replied: 
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0U5RELQVRQ¶VGDXJKWHU I think we were expecting treatment today 
Mr Robinson:   Well I was wondering because of the delay whether 
,¶GPLVVHGRXW WKURXJKQRWKDYLQJ WUHDWPHQWEXWDV
he explained today, now I am quite happy 
0U5RELQVRQ¶VGDXJKWHU I think the thing is when he used the word cancer, 
\RXWKLQN\RX¶YHJRWWRDFWTXLFNO\DQG,WKLQNWKDW¶V
WKH JHQHUDO FRQVHQVXV WKDW ZKHQ \RX GRQ¶W
XQGHUVWDQG DQ\WKLQJ DERXW FDQFHU \RX SDQLF GRQ¶W
\RXDQG WKLQN\RX¶YHJRW WRJHW LWGRQHQRZJRW WR
sort it 
 
0U5RELQVRQZDVDQHOGHUO\JHQWOHPDQ LQKLV¶VDQGDOWKRXJKYHU\ ILW KHYLsited 
the gym on a regular basis and cycled) he had moved from Oxford to live nearer his 
daughter.  As he had moved house, his care was transferred to another team of 
doctors and he was concerned that this move may have hindered the start of his 
treatment.  His beliefs and fears about the speed in which the cancer was growing 
inside him, was a concern for many which exacerbated their desire to start treatment 
as soon as possible.  This was particularly evident as patients raised their concerns 
with me during our conversations, yet few patients raised their concerns directly with 
their doctors.  If a patient did hint their concern to the doctor, they would generally 
SURFHHGWRIROORZWKHGRFWRU¶VDGYLFHRUSODQRIDFWLRQUHJDUGOHVVRIDQ\UHVHUYDWLRQV
they may still have.  The following quote reflects a sense of urgency to start 
WUHDWPHQWEDVHGRQWKHSDWLHQW¶VPDLQFRQFHUQ 
 
µ,ZDQW WRVWDUW WUHDWPHQWDVDS >VLF@EHFDXVH LWV WKHUHDQGP\ IHHOLQJZDV ,
saw (name of surgeon) on October the 10th and its now December 8th and 
that cancers been growing inside me all that time and I could have been 
KDYLQJWUHDWPHQWEXWGRFWRUVD\VQR LWVYHU\VORZJURZLQJVR LW¶VSUREDEO\
QRZRUVHWKDQLWZDVZKHQ,VDZWKHVXUJHRQ¶(Mr Thompson) 
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Mr Thompson described these thoughts to me as we talked about his new case 
consultation with Dr Davis (C).  Although Mr Thompson was concerned that he had a 
prolonged period of time without treatment, he seemed to accept what the doctor 
had told him about his cancer growing very slowly and as such there was no great 
urgency to start treatment.  Yet, in the following chapter his sense of urgency (and 
KLVZLIH¶VVHQVHRIXUJHQF\WRUHFHLYHWUHDWPHQWLVGHSLFWHGPRUHIXOO\DVKLVLOOQHVV
progresses.   
 
Mr Thompson and his wife reveal their anxiety and concerns to Dr Davis (C) and Dr 
Evans (SpR) during a follow up consultation, more directly than other patients in this 
study tended to do.  Dr Davis (C) appeared to be empathetic with Mr and Mrs 
Thompson and tried to reassure them that there was no need to start active cancer 
treatment immediately and that they had time to consider various options; he could 
either receive a standard course of chemotherapy or he could consider receiving 
treatment on a clinical trial if eligible.  After discussing the various options, Dr Davis 
(C) presented Mr Thompson with some written information, to take home to read, to 
help him consider whether or not he wished to be considered for the clinical trial.  In 
this situation, the doctor took an appropriate course of action, to ensure that ethical 
principles of trial participation were adhered to.  However, Mr Thompson was keen to 
express his desire to be considered for the trial based on the information he had 
been given verbally by Dr Davis (C).  As I observed this part of the consultation, it 
DSSHDUHGWKDW0U7KRPSVRQDQG'U'DYLV&KDGFRPHWRDELWRIDµVWDOHPDWH¶DV
they seemed to have competing agendas.  Although Mr Thompson appeared friendly 
and calm it was evident that he was in a rush to make a decision, while Dr Davis (C) 
was trying to slow him down, to ensure that he had time to consider his options.  
Confronted by their eagerness to make an immediate decision, Dr Davis (C) later 
described during our conversation that she suddenly felt that she needed to be 
µILUPO\GLUHFW¶ with them, signalling the end of the consultation because she did not 
IHHODVWKRXJKVKHZDVµJHWWLQJWKURXJKWRWKHP¶She did this by extending her arm 
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to shake their hands and by explaining that they could phone the following day to let 
her know their decision once they had taken time to consider their options.   
 
It was interesting that although, a number of patients were keen to know that 
something could be done to help them, which was often their primary goal when they 
attended their new case consultations, very few of them actually asked any 
questions or raised their goal with the doctor directly.  As doctors eventually spoke to 
WKHPRIWKHLURSWLRQVPDQ\VLPSO\UHVSRQGHGZLWKZRUGVVXFKDVµ\HDK¶RUµULJKW¶RU
µILQH¶ZKLFKZDVVXUSrising in view of the fact that receiving active cancer treatment 
was a huge concern for them.  This may however, be a reflection of their view that 
the doctor knows best and that they have little to add to the discussion.   
 
4.5 Summary 
 
Throughout this chapter a number of conditions have been identified that highlight 
distinctions in the way doctors and patients acted out their parts during 
consultations.  Doctors frequently followed a standard consultation model to conduct 
their consultations to ensure that they obtained relevant information from the patient 
in order to help them make clinically informed decisions.  For the most part, this 
meant that they had control over the way the consultation was conducted.  However, 
despite this need for control, there were times when doctors were confronted with 
various circumstances which impacted on the level of control they could maintain, as 
deviations occurred which disrupted the prescribed flow of the consultation.  Such 
disruptions appeared to have a greater impact on the doctor rather than the patient.   
 
While doctors expressed some concern if they felt they were unable to achieve what 
they set out to achieve, patients seemed to be more accepting of what had 
happened if they were made aware of what was happening and why certain 
decisions needed to be postponed.  While some actions and lines of questioning 
were apparent for doctors it was not necessarily apparent to patients.  
Dissatisfaction arose when patients were uncertain about what was happening and 
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why they were being asked certain questions.  Yet, they did not necessarily disclose 
these feelings to their doctors.   
 
Despite their need for control, it appeared that some doctors were very much reliant 
on their colleagues to ensure that information had been communicated to patients 
and appropriate investigations had been performed so that appropriate decisions 
and plans of care could be implemented.  Several doctors described how they 
valued appropriate and informative referrals and detailed information in the pDWLHQW¶V
medical notes to keep them abreast of.prior consultations with patients. Yet, as 
some patients were seen for follow up consultations there was some criticism that 
colleagues provided insufficient information in the medical notes to inform them of 
prior conversations with patients.  Concern was also expressed if the information 
they had in front of them was not sufficient as the doctor may look unprofessional in 
front of the patient.  A poor referral or a lack of information could also have a 
detrimental effect on the proposed plan of care; in some cases this delayed 
treatment.   
 
Not knowing what patients had been told, or learning that patients were not fully 
aware about what was happening to them, meant that several doctors had to juggle 
with meeting aspects of both their needs (and style of communication) and the 
needs of their patients and their colleagues.  For example, some doctors described 
instances whereby their superiors had not communicated openly with their patients 
and they had then found themselves in situations whereby they had been open with 
a patient and this had caused some distress to the patient because they learnt 
VRPHWKLQJDERXW WKHPVHOYHV WKDW WKH\ GLGQ¶W NQRZ2QVRPHRFFDVLRQV WKHGRFWRU
was reprimanded by their consultant for disclosing too much, and yet the 
Consultation had not necessarily communicated their intentions up front with the 
doctor.  Some doctors described the tensions this caused as they needed to 
compromise their ideal practice of being open with patients to comply with the 
actions of others who preferred to interact within a closed state of awareness.  Some 
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doctors compromised their practice for two reasons; rather than confront and 
question the way their colleagues chose to interact with patients, there was a sense 
that they remained silent as an act of self preservation and secondly they did not 
want to communicate mixed messages to patients which may cause turmoil and 
interactional complications.  Despite the change in awareness context from a closed 
to an open awareness approach of communication, these problems are similar to 
those expressed by Glaser and Strauss (1965), whereby the actions of various team 
members interfere or compromise the interactions of others. 
 
The presence of relatives in consultations also provided some complications for a 
number of doctors.  While some doctors valued the presence of relatives, others felt 
that relatives could be confrontational and / or they presented a dilemma for the 
doctor, as they were not always sure how to manage their needs for information 
appropriately.  In one case the doctor was observed to use blocking tactics to avoid 
engaging in conversation with a relative because he felt this would conflict with the 
rights of his patient.  For patients in this study, there was a strong sense that they 
valued the support of their relatives and in some cases they relied on their relative to 
ask for or provide information that they may have failed to remember.   
 
Supporting their loved one through these often very difficult times seemed 
emotionally challenging and burdensome for many relatives.  Yet, their needs were 
rarely addressed and any form of emotional expression was often ignored.  Some 
doctors failed to notice or react to expressions of emotion from both patients and 
relatives, thereby missing the opportunity to learn of key concerns and vital pieces of 
LQIRUPDWLRQDERXWKRZ WKHSDWLHQWZDV µUHDOO\¶ IHHOLQJ  ,QWHUHVWLQJO\VRPHUHODWLYHV
took the opportunity to cry in front of me when the doctor and patient were in an 
adjoining room.  They were aware that I was a nurse but nursing staff were often not 
present during these times and relatives would no doubt be left in a room on their 
own.   
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While some doctors did try and grapple with emotional issues, others seemed less 
able or willing to do so and there was a lack of consensus as to whether or not it was 
their responsibility to offer emotional support.  While some doctors considered it was 
part of their role, others did not and were observed to distance themselves from 
patients and / or their relatives.  When asked if a doctor knew how a patient was 
feeling or whether or not the needs of a patient and / or their relatives had been met, 
an element of uncertainty was reflected in their responses.  Doctors were rarely 
observed to explore how patients and / or their relatives were really feeling and 
tended to accept what they were saying on face value.   
 
Although it has been suggested that health care professionals prefer to ignore a slip 
in ones expression of emotion in order to sustain a mutual pretence context, this was 
not necessarily the only reason in this study as the medical-technical aspect of a 
doctors role appeared to be influential in the way they chose to interact.  In addition 
to this, however some patients chose not to share their emotional needs or concerns 
with their doctors.  For some patients, their objective was to remain silent and 
unquestioning in order to meet their own agenda and in order not to compromise 
their care in any way and to preserve relationships; as such interactions were 
VXSHUILFLDODQGVDIH7KLVZDVUHPLQLVFHQWRIDµWDFWLFDOJDPH¶EHLQJSOD\HGEHFDXVH
patients were ultimately reliant on their doctors and needed them to remain on side.   
 
For those doctors who did believe that it was part of their role, offering emotional 
support did not necessarily come naturally to them.  Some needed to work harder 
than others to achieve a form of communication and interaction they were 
comfortable with that was also reflected in the reciprocal actions of their patients.  
Some doctors were clearly more insightful about their interpersonal skills than 
others.  It was evident however that those who did feel the need for support could 
not access it easily.  There was a general sense, that support was available from 
colleagues in regards to medical-technical aspects of their work, but when it came to 
communication and issues of emotional support, doctors rarely seemed to offer each 
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other support, be considerate of  each other and give thought to how their preferred 
styles of interaction may compete with the styles of others.   
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Chapter Five 
Sharing Uncomfortable News 
 
5.1  Introduction 
One of the most difficult and challenging tasks for doctors was deciding whether or 
not or how they should share uncomfortable news with patients and their families, as 
they tried to balance hope and realism and honesty and ambiguity and manage the 
associated consequences of their decisions.  While all of the doctors participating in 
this study believed that patients should be told their diagnosis, there appeared, 
through their talk and their actions, to be a greater sense of uncertainty and 
reluctance to discuss the finer details of prognosis.  What should they say, how 
much detail should they provide, when should they say it and how would the patient 
respond to them?   
 
7KURXJK SDUWLFLSDQWV¶ GHVFULSWLRQV RI WKHLU H[SHULHQFHV DQG WKURXJK RXWVLGHU
observations it was evident that a number of conditions had a contributory effect on 
the way that the sharing of uncomfortable news was managed and received.  
Sharing uncomfortable news was not a single action, but a series of actions and 
interactions which could ocFXU DW DQ\ WLPH WKURXJKRXW WKH SDWLHQW¶V LOOQHVV  7KH
consultations, in which these discussions took place, could not be considered as 
independent from each other as one consultation had a knock on effect to another.  
+RZSDWLHQW¶VSHUFHLYHGWKHVHLQWHUDFtions had some bearing on how they felt, how 
they perceived their relationship with their doctor and how they interpreted the 
information conveyed to them.  In some cases, the awareness of patients was not 
fully explored and misunderstandings could arise.  This then had a detrimental effect 
on the patient, which could potentially generate doubt and induce a loss of faith in 
those taking care of them.  The patients rarely discussed their distress with those 
concerned and as such any problems were concealed and left unshared with those 
who could potentially benefit from knowing how their interactions were perceived.  It 
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is not surprising therefore that some doctors were unaware of how they were 
perceived by their patients, and yet feedback was seen as a positive opportunity to 
learn and develop professionally by some of the doctors, although the opportunity to 
learn in this way was not necessarily forthcoming.  These conditions are explored 
further in the categories and subcategories that make up this theme.  These are 
presented in Table 7. 
Theme Category Sub Category 
Sharing Uncomfortable 
News 
Fudging the Truth Avoiding Prognostic 
Discussion 
 
False Optimism 
Euphemistic Language 
Mutual Understanding Managing the Next Stage 
Concealing a Difficult 
Experience 
 
Table 7 - Categories DQG6XE&DWHJRULHVUHODWLQJWRµ6KDULQJ8QFRPIRUWDEOH1HZV¶ 
 
Each of these categories and sub categories will be presented in turn, following a 
similar format to that in Chapter 4.  Extracts from doctor and patient interviews are 
used to present the cases to be discussed and these are supplemented with my field 
note observations (including background data) and excerpts from the recordings of 
consultations. 
 
5.2  Fudging the Truth 
 
µ,DPDOZD\VDELWZDU\DERXWZKDW WRVD\EHFDXVH,GRQ¶t want patients to 
worry that they are completely riddled with cancer but by the same token 
that there might be another area which can be easily remedied with some 
simple chemotherapy.  6R,GRWHQGWRWDONDERXWKRWVSRWVEXW,GLGQ¶WFODULI\
with him so ,GRQ¶WNQRZZKHWKHUKHWRRNLWRQERDUG¶'U'DYLV, C- source: 
2nd phase of study) 
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This quotation captured the views held by a number of doctors, who did not always 
know what to say to patients and at times tried to protect patients from the reality of 
their situation by using subtle, inoffensive language to limit the possibility of upsetting 
them and reducing their hope.  Some doctors seemed hesitant and tried to avoid talk 
of prognosis, and others presented optimistic time spans for patients.  In some 
cases, patients spoke of learning about their diagnosis of their cancer through a 
letter to attend the Oncology department as their doctor had used euphemistic 
language to convey their diagnosis to them.  Excerpts from the data are now used to 
illustrate vaULRXV DVSHFWV RI µIXGJLQJ WKH WUXWK¶ LQFOXGLQJ UHIHUHQFH EDFN WR WKH
relevant literature to support this.   
 
5.2.1  Avoiding Prognostic Discussion 
Although prognosis is an important factor in palliative care, the Oncologists seemed 
hesitant and / or avoided talk of prognosis with their patients, unless the patient 
indicated a need to hear this information; this was similar to the findings of a mixed 
PHWKRG VWXG\ FRQGXFWHG LQ $PHULFD WR DVFHUWDLQ GRFWRU¶V DWWLWXGHV DQG SUDFWLFH LQ
regards to prognostication (Christakis and Iwashyna 1998).  The following extracts 
illustrate this point: 
 
µwhen LWFRPHVWRSURJQRVLV,SUREDEO\VWLOOGRQ¶WVD\ µGR\RXZDQW WRNQRZ
\RXUSURJQRVLV¶ ULJKWO\RUZURQJO\  , WKLQN WKDW LISHRSOHZDQW WRNQRZWKHQ
they are going to ask.  Because sometimes what I think can happen is that I 
FDQVD\WRVRPHERG\µGR\RXZDQWWRNQRZ\RXUSURJQRVLV¶DQGWKH\ZLOOVD\
µ\HVDQG WKH\KDYHQ¶W WKRXJKWDERXW LW¶«, KDYHEHHQ LQDVLWXDWLRQZKHUH
someone asked me their prognosis and I said it is going to be less than six 
PRQWKVDQG WKH\VDLG µZKDW OHVV WKDQVL[PRQWKV¶ 7KLQNLQJ , was actually 
EHLQJIDLUO\RSWLPLVWLFDQGWKH\NHSWVD\LQJ µZKDW OHVVWKDQVL[PRQWKVRK,
ZLVK,KDGQ¶WDVNHG¶(Dr Wright, SpR- source: 2nd phase of study) 
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µ$WWKHHQGRILW,DOZD\VDVNWKHSDWLHQWLIWKH\KDYHDQ\WKLQJHOVHWRDVNDQG
that would be the moment when the patient or any family member would ask 
about prognosis and if it is something known to me I will certainly go ahead 
and discuss it, provided WKH SDWLHQW ZDQWV WR NQRZ«  :H FDQ¶W EH
absolutely certain about prognosis all the time but if somebody asked me 
directly about how things are going to go I try to be honest and give them an 
KRQHVWDQVZHU¶(Dr Walker, SpR- source 1st phase of study) 
 
WhLOHVRPHGRFWRU¶VVSRNHRI WU\LQJ WREHPRUHRSHQDQGKRQHVWDERXWDSDWLHQW¶V
prognosis upon first meeting them, others were less open and suggested that they 
SUHIHUUHG WR µGULS IHHG¶ LQIRUPDWLRQ WR SDWLHQW¶V RYHU WLPH  ,QGLYLGXDO GRFWRUV KDG
different styles of practice; while some appeared to be more confident in talking to 
patients about their prognosis (as discussed in their interviews) others seemed to 
have mixed feelings about how they managed prognostic discussions.  This was 
consistent with the viHZVRIGRFWRUVGDWLQJEDFNWRWKH¶V3DUNHVDQGLV
still consistent with evidence from more recent studies (The 2002).  This uncertainty 
appeared to be uniformly distributed between doctors regardless of their years of 
experience.  For example Dr Taylor (C) said that despite his years of experience he 
VWLOOGLGQ¶WNQRZZKHWKHURUQRWWRJLYHSDWLHQWVµlikely time spans or not¶EHFDXVHKH
GLGQ¶WNQRZZKHWKHURUQRWWKLVZDVSDUWLFXODUO\KHOSIXOWRWKHSDWLHQW 
 
A consistent theme emerged throughout the literature whereby miscalculating a 
SDWLHQW¶VSURJQRVLVZDVFRQVLGHUHGWRKDYHDQXQWRZDUGHIIHFWRQWKHSDWLHQW WKHLU
plan of care and their relationship with their doctor (Christakis and Lamont 2000; 
Fallowfield, Jenkins et al 2002; Glare, Sinclair et al.2008).  A prime example of this is 
presented in the following case study, which highlights this problem from various 
perspectives, but which also considers the tensions and problems associated with 
competing needs and motivations for managing awareness. 
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Case Study 7 ± Watching Grandchildren Grow Up 
0U $QGHUVRQ ZDV LQ KLV ODWH ¶V DQG KDG UHFHQWO\ EHHQ GLDJQRVHG ZLWK FDQFHU
During my first interview with Mr Anderson, following his new case consultation with 
Dr Davis (C), he explained how he had always hated going into hospitals and he had 
always dreaded being diagnosed with cancer.  For him, the diagnosis of cancer 
UHSUHVHQWHGDµGHDWKVHQWHQFH¶ Having been diagnosed with the disease however, 
Mr Anderson described adapting to his situation far better than he would ever have 
expected.  Although when I spoke to his partner during the actual consultation, she 
GLGQRWDSSHDUWRKDYHWKHVDPHRSLQLRQDVVKHGHVFULEHGKLPDVEHLQJµfrightened 
DQG SDQLFN\¶ at home.  She felt that it was her responsibility to try and boost his 
PRUDOHDQGHQFRXUDJHDµILJKWLQJVSLULWLQKLPWRNHHSKLPJRLQJDQGQRWOHWKLPIDOO
into a heavy depression', which she feared might happen, as he had suffered from 
depression in the past.   
 
Although Mr Anderson spoke of having a terminal illness during this initial interview, 
he did not appear to have a realistic expectation of what this meant.  This was not 
helped by the fact that his surgeon had led him to believe that he would live to see 
his grandchildren grow up, when Mr Anderson had asked him for information about 
his prognosis.  His grandchildren were only two years of age and his prognosis was 
somewhere within the region of 6-12 months.  He would therefore be lucky if he saw 
them reach the age of three.  To put this into context, Mr Anderson had recently 
been involved in a feud with his daughter who had refused to let him see his 
grandchildren following a family argument.  He loved his grandchildren and had 
missed them terribly during this short separation.  During this time he had been very 
depressed and his partner had been very concerned about him.  This scenario had 
an impact on how Dr Davis (C) thought she should conduct the new case 
consultation with Mr Anderson.   
 
During his new case consultation with Dr Davis (C) Mr Anderson relayed his 
VXUJHRQ¶VFRPPHQWV WRKHUDERXW OLYLQJ WRVHHKLVJUDQGFKLOGUHQJURZXSEXWVKH
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GLGQ¶WUHSO\WRWKLVFRPPHQWDQGSURFHHGHGWRDVNKLPZKDWKHXQGHUVWRRGDERXWKLV
illness.  When asked about this during my conversation with Dr Davis (C) she 
justified her decision for not disclosing information to Mr Anderson about his 
prognosis by explaining: 
 
µ,SXUSRVHIXOO\GLGQ¶WXQGRZKDWKDGEHHQVDLGDERXWKLVSURJQRVLVDQGP\
feeling was that Dr (surgeon) had given him very unrealistic expectations of 
what was going to happen.  Now I only went as far as saying that 
FKHPRWKHUDS\ZDVQRWJRLQJWRFXUHKLPEXWZHGLGQ¶WWDONDERXWSURJQRVLV
LQDQ\SDUWLFXODUVKDSHRUIRUP«ie ,ZRXOGHVWLPDWHPRQWKV>VLF@«,PDGHD
note to myself at that consultation that we go back to prognosis and make it 
DELWPRUHUHDOLVWLF7KHUHDVRQ,GLGQ¶WGRWKDWZDVEHFDXVH,ZDVZRUULHG
that he had kind of been very negative and he had got into this positive state 
RIPLQGDQG,UHDOO\GLGQ¶WZDQWWRFRPSOHWHO\VRUWRIUHGXFHWKDWDJDLQ¶ 
 (Dr Davis,C) 
 
Trying to protect patients from the truth or detail of the truth occurred in different 
ZD\VDQGIRUGLIIHUHQWUHDVRQV:KLOH,FDQQRWFRPPHQWRQWKHVXUJHRQ¶VGHFLVLRQ
for not disclosing the truth to Mr Anderson about his prognosis, Dr Davis (C) decided 
not to contradict the information provided by the surgeon, based on her evaluation of 
0U$QGHUVRQ¶VFXUUHQWHPRWLRQDOVWDWH  The relationship Mr Anderson had with Dr 
Davis (C) at this time was based on an uncertain and conditional awareness context, 
whereby some information was intentionally withheld on this occasion but the doctor 
was committed to being open, but preferred to drip feed information to Mr Anderson 
over several consultations, because Dr Davis (C) did not feel that it was appropriate 
to convey the full extent of the truth on this occasion for fear that it would be 
detrimental to his wellbeing.  Glaser and Strauss (1965) took the stance however, 
WKDWEDVLQJDGHFLVLRQRQZKDWWKH\UHIHUWRDVµone stage in tKHUHVSRQVHSURFHVV¶
fails to consider any benefit the patient may receive from supportive interventions.  
For example, Mr Anderson may have been distraught to learn that his prognosis was 
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within the region of months rather than years, but with the help of supportive 
interventions, he may have adapted to this information and had a more realistic 
impression of what was likely to happen to him.   
 
'XULQJ RXU LQLWLDO FRQYHUVDWLRQ 0U $QGHUVRQ GHVFULEHG IHHOLQJ µFRQIXVHG¶ prior to 
seeing Dr Davis, in regards to what was happening to him, as he explained: 
 
µ,VXSSRVHLWLVIHDURIWKHXQNQRZQLVQ¶WLW"%XWRQFH\RXNQRZWKHQ\RXFDQ
put it all in your own mind and think right this is the way to go about it.  
:KHUHDVLI\RXGRQ¶WNQRZWKLQJV\RXGRQ¶WNQRZZKDWWR do, do you?  
(Mr Anderson) 
 
When asked if he had any thoughts about what he may be told prior to his new case 
consultation he said: 
 
µ, GLGQ¶W NQRZZKDW WRH[SHFW , GLGQ¶W UHDOO\KDYHD FOXHZKDW WRH[SHFW  ,
mean you go to these places and they say you have got this that and the 
other and you have got the cancer and we expect you to live about 3 
months, 6 months or a year and I thought something like that would 
SUREDEO\ >VLF@ EXW VKH GLGQ¶W VKH VDLG ZH ZRQ¶W FXUH LW FRPSOHWHO\ EXW ZH
can try and shrink it and stop it and that was good enough for me.  So I was 
SOHDVDQWO\VXUSULVHGLQWKDWZD\¶(Mr Anderson) 
 
0U $QGHUVRQ¶V FRPPHQWV VXJJHVW WKDW ZKLOH KH ZDV OLYLQJ ZLWK WKH KRSH WKDW KH
would see his grandchildren grow up, he did not necessarily expect that this would 
happen.  Not having his fears confirmed meant that he could carry on living with the 
hope that this was a realistic possibility.  Having received this information meant that 
Mr Anderson had a different level of awareness of his prognosis to that of his 
doctors.  This state of awareness was to change however during a follow up 
consultation (the second time I met Mr Anderson and his partner), following a recent 
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progression in the status of his disease.  This change in awareness was not however 
ZHOFRPHGDQGSURYHGGHWULPHQWDO WR0U$QGHUVRQ¶VZHOOEHLQJDQGKLVUHODWLRQVKLS
with his doctors.   
 
Mr Anderson attended this follow up consultation with his partner (soon to be wife), 
following a recent admission to hospital.  He had several seizures at home and was 
rushed to the Emergency Department.  Following investigations, Mr Anderson was 
diagnosed with a brain tumour which was secondary to his primary cancer.  At the 
start of the consultation with Dr Hall (SpR) he described his latest experience as µD
ELWRIDVHWEDFN¶Mr Anderson had recently been discharged from hospital and his 
partner was not very happy with the way his care had been managed on the ward 
and came into the consultation room quite agitated and had a number of issues she 
clearly wanted to get off her chest.  On this occasion her agenda was very clear and 
she proceeded to control the way the consultation was managed which was 
exceptionally rare during the course of this study.  Dr Hall (SpR) appeared calm 
throughout this phase of the consultation and proceeded to answer her questions.  In 
addition to this, Dr Hall (SpR) moved away from the desk and sat in close proximity 
to Mr Anderson and his partner.  Dr Hall (SpR) directed her attention towards them 
both, although Mr Anderson was particularly quiet and let his partner do most of the 
talking.   
 
$V0U$QGHUVRQ¶VSDUWQHUDSSHDUHGWRFDOPGRZQDQGKDGVSHQWVRPHWLPHOLVWHQLQJ
WR'U+DOO¶V6S5UHVSRQVHVWRKHUTXHVWLRQVVKHDVNHGZKHQ0U$QGHUVRQZRXOG
be able to drive his car again, following his recent seizure (related to his brain 
metastasis) as she understood from friends that he was not allowed to drive for a 
specified period of time but did not know what this specified time was.  Mr 
$QGHUVRQ¶V GRPHVWLF SUREOHPV SURPSWHG KLV partner to ask this question but this 
meant that they were not prepared to hear the answer provided by Dr Hall (SpR).  
7KHTXHVWLRQOHGWRWKHEOXQWGLVFORVXUHRIVRPHEDGQHZVUHODWLQJWR0U$QGHUVRQ¶V
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prognosis which had never previously been disclosed fully to him.  The following 
narrative depicts what transpired: 
 
0U$QGHUVRQ¶VSDUWQHU «,PHDQ , DVVXPHG WKDW LI KHGLGQ¶W KDYH D ILW IRU VR ORQJ
after, only going on what other people [sic] that I know have 
had fits they have been able to drive you see 
Dr Hall:   ,WKDV WREHD\HDU««««EXW\RXNQRZHYHQ LQD\HDUV
time you know I have to be honest 
Mr Anderson:  yes 
Dr Hall:   the chances of you living a year are not that high 
Mr Anderson:  Oh 
0U$QGHUVRQ¶VSDUWQHU Now that has come as a shock.. 
 
This came as a shock to Mr Anderson because he lacked insight into the stage of his 
disease and did not have a realistic understanding of his prognosis despite recent 
GHYHORSPHQWV  'U +DOO¶V 6S5 UHVSRQVH WR WKH RULJLQDO TXHVWLRQ ZDV QRW ZHOO
received.  Mr Anderson looked stunned and started to cry.  His partner jumped out of 
her chair and knelt on the floor in front of him, grabbing his hands between hers.  Dr 
Hall (SpR) looked across the room to me with a look of concern on her face which 
made me wonder if she had regretted having said anything about his prognosis.  The 
atmosphere in the room was extremely tense and distressing.  As an observer, I 
LQLWLDOO\WKRXJKWµRKQR¶WKLVLVQRWJRLQJWRJRGRZQZHOODQGZDQWHGWREHDQ\ZKHUH
but in that room.  I felt a sense of anxiety and compassion towards Mr Anderson and 
his partner as their distress unfolded, and I had a mixed sense of emotion towards 
the doctor.  I looked towards the health care assistant, who was sitting behind me 
who also appeared distressed.  When asked what she thought later, the health care 
assistant described having to fight back her tears as she felt particularly distressed 
IRU WKHP EXW GLGQ¶W NQRZ KRZ WR KHOS WKHP  ,Q HIIHFW 'U +DOO IRUFHG D GLUHFW
announcement on Mr Anderson and his partner about prognostic information they 
were not prepared or willing to receive.   
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Having interviewed Dr Hall (SpR) following this consultation, she revealed that she 
was trying to rectify social order, based on her belief that Mr Anderson had a right to 
know what was happening to him, particularly in light of the fact that his disease was 
now progressing.  She was however unaware of preceding events with this family 
and the reasons why Dr Davis (C) had decided not to disclose the full extent of the 
truth to this family.  As Dr Hall (SpR) purposefully terminated the pretence which had 
been orchestrated and maintained prior to this occasion, she effectively brought the 
game to an end (Glaser and Strauss 1965).  This decision may have been based on 
ethical and moral grounds (Glaser and Strauss 1965) but it was somewhat naive and 
the consequences of her actions were not well thought through.  0U $QGHUVRQ¶V
partner had not asked for information about his prognosis and as such they were not 
prepared to hear this response.  Thus far, Mr Anderson had trusted that his doctors 
were telling him the truth.  I felt that during my brief conversations with his partner, 
that she was engaged in an act of pretence with the doctors, without necessarily 
realising this, to protect Mr Anderson from information they felt would have a 
negative impact on his wellbeing.  Disclosing such information to Mr Anderson was a 
decision however that Dr Hall (SpR) regretted having made, as she explained: 
 
µWell it was one of those things, at the time it seemed the right thing to do, 
but looking back... I now know how they have reacted to that, I would have 
MXVWVDLGZHOOOHW¶VVHHKRZ\RXDUHLQD\HDUDQG,ZRXOGKDYHOHIWLWDWWKDW
But you know hindsight is a wonderful thing...Knowing now what I know 
about his history of denial and then force the information on them which is 
HIIHFWLYHO\ZKDW ,GLG\RXNQRZ LWZDVQ¶WKHOSIXO WRDQ\RQH¶ (Dr Hall, SpR; 
2nd phase of study) 
 
This was an unfortunate incident for all involved.  The disclosure of this prognostic 
LQIRUPDWLRQZDVDWYDULDQFHZLWK0U$QGHUVRQ¶VDQGKLVSDUWQHU¶VSULRUXQGHUVWDQGLQJ
of the truth.  It conflicted with everything they had been led to believe and possibly 
chose to believe thus far in order to make the reality of their situation less 
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threatening.  Mr Anderson and his partner and to some extent Dr Davis (C) had 
created a situation whereby they would not dwell upon Mr Andersons poor prognosis 
and instead focus on positive aspects of his health and care.  Mr Anderson and his 
partner reacted to Dr Hall (SpR) by choosing not to believe her, despite the fact that 
she had been the most truthful with them thus far.  Mr Anderson and his partner 
made it clear through their talk and through their actions within the Oncology 
department that they did not want to be seen by Dr Hall (SpR) again.  This had a 
profound effect on their relations with the doctors from that time onwards.  Although 
Mr Anderson and his partner were willing to hear some information, the need to 
µNQRZ¶ZDVQRWDVVLJQLILcant in this case, as emotional and relational factors which 
KDGDVLJQLILFDQWLPSDFWRQ0U$QGHUVRQ¶VZHOOEHLQJ 
 
When asked about this incident Dr Davis (C) expressed her distress about the 
situation and said that she had spoken to Dr Hall (SpR) to find out what had actually 
happened in the consultation, with the intention of trying to help Dr Hall (SpR) learn 
from this experience.  Dr Hall (SpR) was made aware during this discussion that Mr 
Anderson did not want to see her again and rather than confront the situation, they 
all chose not to talk to each other about what had happened and avoided 
confrontation with each other.  Mr Anderson would only be seen by Dr Davis in clinic 
from then on.  It could be argued that this situation may have been prevented if Mr 
Anderson had not been given an inaccurate and unrealistic expectation of his future 
in his initial consultation with his surgeon.  It is evident that the management of his 
care in the earlier stages of his illness had an impact and influence on future 
consultations, because of the harm caused to doctor-patient relationships and trust.   
 
$V IRU 'U +DOO¶V 6S5VKH GHVFULEHG KRZ KHU PRUDO MXGJHPHQW ZDV HIIHFWLYHO\
compromised following this incident as she felt she was dissuaded from 
experimenting with the way she disclosed information to patients in the future.  She 
decided to be cautious in the way she communicated prognostic information to 
patients and not be guided by her instinct to disclose the truth in such an open and 
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blunt style.  Dr Hall (SpR) described how she would in effect, create an ambiguous 
state of awareness, whereby the patient may know that they are not going to be 
cured but remain unaware of the actual details of their prognostic outlook.   
 
Despite the problems which may arise when the patient becomes aware of or is 
confronted at a later date with the reality of their situation, it is not uncommon 
SUDFWLFH IRU GRFWRUV WR JHQHUDOO\ RYHUHVWLPDWH D SDWLHQW¶V SURJQRVLV 3DUNHV 
Christakis and Lamont 2000).  In contrast to this some doctors in my study were 
critical that two patients had been given overly pessimistic outcomes and they 
expressed their hope to the patient that they could extend this time scale with the 
use of therapeutic cancer treatments.  Having decided that they did not want to 
receive chemotherapy if their survival was limited to a couple of months, this new 
information had some bearing on their decision to start chemotherapy.  This 
SKHQRPHQRQZDVGHVFULEHGE\7KHDVSDWLHQWVIDOOLQJLQWRWKHµPHGLFDOVQDUH¶
as doctors convinced them of the benefits of treatment.  Although this phrase may 
appear harsh, the patients participating in this study did not believe that they had 
been trapped into making a decision; through our conversations they described how 
they believed the doctor was interested in them and wanted to help them, which 
influenced their decision to receive chemotherapy.  This finding was consistent with 
that of another qualitative study, whereby patients diagnosed with a terminal illness, 
thought it was important for health care professionals to nurture hope and coping 
and one way they could do this was to emphasise that things could be done to help 
them (Clayton and Butow et al. 2005b).   
 
For one of the patients in my study, receiving a time scale appeared however, to be 
unhelpful to them despite their belief that this was something they needed to know.  
When I met Mr Lewis for the first time, he explained that he had asked his General 
Practitioner how long he was likely to live for when first diagnosed with cancer.  
Although he felt the doctor had been µUHOXFWDQW¶ to tell him they had proceeded to 
give them a predicted time span of approximately twelve months.  Mr Lewis 
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explained that he needed to know this information so that he could prepare for his 
future.  Yet, here is an example however of a patient who was not expecting to hear 
such a short time span; Mr /HZLV VDLG KH ZDV µexpecting to hear five years or 
VRPHWKLQJ OLNH WKDW¶ During this first discussion with Mr Lewis he talked about 
fighting his GLVHDVHDQG WU\LQJ WR µSXVK¶ the time scale he was given much further.  
+HSURSRVHGWRGRWKLVXVLQJKLVµZLOOSRZHU¶DOWKRXJKKHGLGQ¶W µknow if they could 
SXVKLWPXFKIXUWKHU¶ beyond the twelve month time scale.  Having approached this 
predicted time span however, Mr Lewis described in our second meeting how he 
found it increasingly difficult to come to terms with the fact that he was still alive.  
Instead of living his life, Mr Lewis described sitting at home, preoccupied with 
thoughts of dying.  Although patients might actively seek information from their 
doctors about their prognosis, the information provided is not always expected and 
their reaction to such information needs careful consideration as some patients may 
find it emotionally difficult to come to terms with such knowledge.  During the new 
case consultations however, doctors were rarely seen to give predictive time scales 
to patients.  As one doctor explained: 
 
µ7HOOLQJVRPHRQHVRPHWKLQJDQGWKHQLWWXUQLQJRXWWREHMXVWTXLWHZURQJLV
something quite important that you learn over the years and you say on 
DYHUDJH WKLV LVZKDWZHZRXOGH[SHFW«EXW LW FRXOGEHDELWGLIIHUHQW IURP
that and when people say how long have I got to live, I say well I can¶t tell 
you exactly but people do vary but for your level of disease this is the 
DYHUDJH¶(Dr Hall, SpR-source: 2nd phase of study) 
 
&RQVLGHULQJ 'U +DOO¶V 6S5 SUHYLRXV FRPPHQWV IROORZLQJ KHU GLVFXVVLRQ ZLWK 0U
Anderson, there is a sense of being damned if you say something and damned if you 
doQ¶W7RSUHGLFWDQLQGLYLGXDO¶VSURJQRVLVLVSUREOHPDWLFDQGWKHUHZDVDWHQGHQF\
for some doctors to err on the side of caution.  Although some doctors tended to be 
guarded and give general statements about prognosis, they did however provide a 
consistent message to patients that they would be unable to cure them as they 
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explained the therapeutic goals of treatment.  In the majority of cases, chemotherapy 
ZDVSUHVFULEHGWRSDWLHQWVLQWKHKRSHWKDWLWZRXOGSDOOLDWHWKHSDWLHQW¶VV\PSWRPV
reduce or stabilise WKHJURZWKRI WKHFDQFHU WKHUHE\H[WHQGLQJWKHSDWLHQW¶V OLIHIRU
as long as they could.  The following extract provides a typical example of this: 
 
Dr Davis (C): Now the disease is active again and we can see it in the lymph 
glands primarily but also in this adrenal gland which is over the 
kidney.  And I am going to recommend that you have some 
chemotherapy 
Mr Thompson: Umm 
Dr Davis (C): And the reason for that is that I think that the chemotherapy will 
actually help in hopefully shrinking down the FDQFHU,¶PDIUDLGLW LV
not going to get rid of it 
Mr Thompson: Right 
Dr Davis (C): $QG,GRQ¶WKDYHDQ\WUHDWPHQWWKDW¶VDFWXDOO\JRLQJWRFXUHWKLV%XW
what I hope is that the treatment I have will shrink things down, will 
make you feel better 
Mr Thompson: Right 
Dr Davis (C): And will keep you as well as we can for as long as we can. Okay 
Mr Thompson: Right 
 
0U7KRPSVRQ¶VSDVVLYHUHVSRQVHWRZDUGVKLVSURJQRVLVZDVW\SLFDORIRWKHUVLQWKLV
study.  Very few patients actually asked the doctor to provide them with detailed 
information about their prognosis, which is consistent with the findings from other 
studies (Fujimori, Akechi et al. 2005; Clayton, Butow et al. 2005b).  This finding is in 
contrast however, to a number of other studies where obtaining prognostic 
information was seen as a priority for patients diagnosed with cancer (Christakis and 
Lamont 2000; Jenkins and Fallowfield 2001; Fallowfield, Jenkins et al. 2002).   
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The need for prognostic information did not appear to change throughout the course 
of my study, as the health of patients deteriorated.  Rather than focus their attention 
on prognosis the attention of both the doctor and patient generally shifted towards 
ZKDWFRXOGEHGRQH WRKHOSSURORQJDQG LPSURYH WKHSDWLHQW¶VTXDOLW\RI OLIH 2QOy 
one patient asked the doctor for detailed information about their prognosis during 
their new case consultation.  This will be presented in the following case study. 
 
Case Study 8 ± Prognosis 
Mr Jackson was a man in his mid forties and he had been diagnosed with cancer for 
two years.  Mr Jackson had originally treated himself with one of his experimental 
drugs, as he was Head of a Cancer and Molecular Biology Department, despite the 
advice of his doctors who advised him to have surgery.  When this treatment did not 
work he proceeded to have surgery.  Unfortunately his cancer continued to grow and 
he was referred to see the Oncologist, to discuss his options.  Prior to being seen by 
the Oncologist, for his new case consultation, Mr Jackson explained to me, that 
while he knew a lot about cancer, he did not want his professional experience to 
influence the way the doctor spoke to him as he was a biologist and not a medic and 
GLGQ¶WQHFHVVDULO\NQRZeverything that was happening to him.  Interestingly, he did 
not mention this to the doctor when he entered the consulting room.  This was the 
only time I met Mr Jackson as he moved to the Isle of White to live near his parents, 
having decided that he did not want any further treatment.   
 
Hinton (1999) proposed that patients do not necessarily seek as much information 
about their illness as their relatives, as a means of trying to protect themselves.  This 
VWDWHPHQW LPSOLHV KRZHYHU WKDW SDWLHQWV¶ SOD\ D Ney part in managing their own 
states of awareness to suit their own needs.  In this case, Mr Jackson clearly 
expressed his need to receive information about his prognosis.  Mr Jackson raised 
the topic of prognosis several times before Dr Williams (SpR) answered him.  The 
following extracts provide examples of this: 
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Mr Jackson: ,ILWVFKHPR,PD\DFFHSW,PD\GHFOLQH$WWKHPRPHQW,GRQ¶WNQRZ
what the prognosis is, whether it is two days, two years, two months 
or beyond that 
Dr Williams: umh 
Mr Jackson:  so 
Dr Williams: okay 
Mr Jackson: I need to know what my prognosis is without therapy or with therapy 
Dr Williams: okay 
Mr Jackson: what you plan to offer 
Dr Williams: RND\ULJKWRND\$QGMXVWWHOOPHDELWDERXWKRZ\RX¶UHIHHOLQJDWWKH
PRPHQW« 
 
After a few minutes talking about his physical symptoms, the doctor proceeds to ask 
him: 
 
Dr Williams: Okay, right and before I explain what we will do today is there any 
questions you wanted to pose right at the start? 
Mr Jackson: ZHOOUHDOLVWLFDOO\LW¶VWKHSURJQRVLVWKHOHQJWKRIWLPH,¶YHJRW 
Dr Williams: okay 
Mr Jackson: Mr (surgeon) said that probably the report from the CT scan, the 
change in the size of the nodules meant it was quite an aggressive 
tumour 
Dr Williams: umm 
Mr Jackson: what that means in tLPH,GRQ¶WNQRZ 
Dr Williams: okay, right, okay 
Mr Jackson: VRWKDW¶VP\RQO\UHDOTXHVWLRQ 
Dr Williams: right, okay, right. So um the plan will be today, I just need to refresh 
on the history of how this all happened 
Mr Jackson: umm 
Dr Williams: and then I need to examine you 
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Mr Jackson: okay 
Dr Williams: DQGWKHQRQFHWKRVH,¶YHDVNHGDVPDQ\TXHVWLRQVDV,QHHGWRDQG
,¶YHH[DPLQHG\RX WKHQZHFDQKDYHDFRQYHUVDWLRQDERXWZKDW ,
can give you some data and facts and figures about what things, 
what kind of predictions for the future. 
 
Even though Mr Jackson had indicated that he wanted to know about his prognosis, 
Dr Williams (SpR) seemed reluctant to answer the question there and then and 
UHGLUHFWHG WKH GLVFXVVLRQ WRZDUGV 0U -DFNVRQ¶V PHGLFDO KLVWRU\  Having indicated 
that questions are welcome, Boyle et al (2004) believe that it is then appropriate to 
respond to the patient and provide them with the answer to their question.  On this 
RFFDVLRQ 'U :LOOLDPV 6S5 VHHPHG WR DYRLG IROORZLQJ 0U -DFNVRQ¶V OHad and 
appeared to ignore what he was saying by changing the direction of the 
conversation.  Mr Jackson appeared to let Dr Williams (SpR) direct the flow of the 
discussion as he followed the doctors lead.  It was only after Dr Williams (SpR) had 
completed KLV DJHQGD LQ UHODWLRQ WR ILQGLQJ RXW 0U -DFNVRQ¶V PHGLFDO KLVWRU\ DQG
KDYLQJ SHUIRUPHG 0U -DFNVRQ¶V SK\VLFDO H[DPLQDWLRQ KH VWDUWHG WR WDON DERXW 0U
-DFNVRQ¶V GLDJQRVLV LQ PRUH GHWDLO DQG WKHQ SURFHHGHG WR JLYH 0U -DFNVRQ VRPH
statistical figures about his prognosis.  Dr Williams (SpR) directed Mr Jackson 
towards a National Cancer Institute Website, which he had loaded on to his PC to 
XVHDVDQDLGLQWKLVGLVFXVVLRQZKLOHKHGLGWKLV0U-DFNVRQ¶VIDWKHUKDGWULHGWR
talk to him of his concerns): 
 
Mr Jackson: \HDKEXW,PHDQ\RX¶UHORRNLQJDW\HDUVVXUYLYDODUHQ¶W\RXDQG
3 years 2% 
Dr Williams: Yes 
Mr Jackson: are there points actually on the graph or 
Dr Williams:  yes I think they just nearly at about 1%, 1% at 10 years 
Mr Jackson: so virtually a single person 
Dr Williams: yeah 
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Mr Jackson: lucky bugger 
Dr Williams: (laughs) so 
Mr Jackson: okay 
Dr Williams: so that gives you a sense of both, a rough idea of median times 
Mr Jackson: VRZH¶UHEDVLFDOO\WDONLQJDERXWRQH\HDU" 
Dr Williams: on average yHV,JXHVVLW¶VRQDYHUDJH 
Mr Jackson: a year right 
Dr Williams: RND\QRZZH¶UHPRYLQJRQWRZKDWWUHDWPHQWRSWLRQVDUHDYDLODEOH 
 
When this conversation took place Dr Williams (SpR) and Mr Jackson sat leaning 
over the table looking at the computer screen.  Mr Jackson was clearly an articulate, 
well educated gentleman who was used to dealing with facts and figures in his 
professional life and he seemed to have a very clear idea as to what information he 
needed to know.  When he learnt however that his chance of survival was within the 
region of one year, he sat back in his chair and looked visibly upset, but little time 
was given for this information to sink in.  This discussion appeared to be an exercise 
in providing specific information which had significaQWEHDULQJRQ0U-DFNVRQ¶VIXWXUH
and yet the emotional impact this had on him was left unexplored.  When asked if he 
had any thoughts about what Mr Jackson felt at this time, and how he had reacted, 
Dr Williams (SpR) said that he thought there may have beHQ VRPH µFODULW\¶ in Mr 
-DFNVRQ¶V H\HV DV VRPHWKLQJ KDG µVXQN LQ¶  In changing the subject, Dr Williams 
(SpR) may be criticised for not having acknowledged the significance of the 
information he had just imparted.  Mr Jackson, in fact described that whilst he had 
been expecting to hear this news, it was a: 
 
µELWRIDVKRFNWRWKHV\VWHPWRDFWXDOO\KHDULWDQGLWZDVDUHOLHIWRKHDULW
as well to some extent, because I was expecting it and I presume I was in 
VKRFN  , FHUWDLQO\ GLGQ¶W IHHO WRR XSVHW RU emotional if you like.  That may 
FRPHODWHU¶(Mr Jackson) 
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The comments made here, demonstrate how difficult it can be for patients to 
interpret and cope with this information even when they think they are prepared to 
hear it.  Seldom can anyone be sure how they will respond to hearing bad news 
about their future.  The benefits of knowing and not knowing this information are very 
much down to the individual 
 
In this case, it was also interesting to see that this doctor actually gave the patient 
statisticaO LQIRUPDWLRQ%HLQJDVNHGWRSURYLGHµIDFWVDQGILJXUHV¶made Dr Williams 
6S5IHHO µinsecure¶ EHFDXVHKHGLGQ¶WUHDOO\KDYHD µFOHDU¶ idea of what the figures 
ZHUH DV KH KDGQ¶W EHHQ ZRUNLQJ LQ RQFRORJ\ IRU ORQJ  3URYLGLQJ SURJQRVWLF
information was particularly stressful for doctors when their understanding of the 
disease was unclear.  Some of the more junior registrars found themselves in clinical 
situations which they found difficult to manage because of this clinical uncertainty 
and they described how they would have to rely on the support of colleagues or by 
looking on the internet to help them find the answers to questions.  In this case, Dr 
Williams (SpR) was the only doctor working in this clinic on this particular day and he 
said that there was no one around he could call upon for help.  To help present 
statistical figures to Mr Jackson, Dr Williams (SpR) chose to use the website as a 
µVRXUFHRIGDWD¶to present the figures.  Dr Williams (SpR) said that on this occasion 
he felt it was appropriate to provide such detailed information because Mr Jackson 
ZDVYHU\ µknowledgeable¶ <HWQRWZDQWLQJ WRJLYH ILJXUHV WRSDWLHQWV WRGHVFULEH
their prognosis was also expressed through the views of other doctors, as illustrated 
in the following extract: 
 
µ,VXSSRVHLWLVRQO\IDLUWRVD\QRQHRIXVFDQUHDOO\JLYHQXPEHUVEHFDXVHLW
is all based on averages.  In fact, that is another concept whether people 
understand statistics; that they even know what an average means.  I 
suppose then my style changes aV WR ZKDW , WKLQN WKH\ DUH OLNH«XQOHVV
someone specifically says, look how long is that, I tend to talk in months or 
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\HDUVRUZHHNVUDWKHUWKDQDVSHFLILFQXPEHU¶(Dr Evans, SpR- source: 1st 
phase of study) 
 
In addition to this, some doctors also descrLEHGQRWZDQWLQJWR µWDNHDZD\DOOKRSH¶
and withdrawing, hope was seen by one doctor as a µEDGWKLQJ¶to do.  Similarly, not 
wanting to deprive patients of hope was consistent with the findings in the study by 
The (2002).  This concern has however, come under some criticism by others who 
believe that there is little evidence to suggest that being honest about prognosis is 
damaging to a patients psychological health (Fallowfield and Jenkins et al.2002).  
The following section considers how doctors attempted WR PDQDJH D SDWLHQW¶V
optimism, having in some cases been given an optimistic time span by their 
surgeons.    
 
5.2.2  False Optimism 
In the previous chapter, an important point was raised to highlight how some doctors 
found consultations difficult if their colleagues had portrayed falsely optimistic 
information to patients.  If they were unaware of this prior to talking to the patient and 
proceeded to disclose information the patient was unaware of, they could 
inadvertently cause the patient additional distress and make their interactions with 
the patient more difficult than they otherwise might have been.  This issue is 
considered in greater detail in this section.  The sense of frustration expressed by 
some doctors is illustrated in the following extracts: 
 
µ6XUJHRQV DUH YHU\ RQ WKH EDOO DQG WKH\ GRQ¶W JLYH H[DFW SURJQRVLV DQG LI
WKH\GRWKH\WHQGWREHPRUHSRVLWLYLVWLF >VLF@UDWKHU WKDQSHVVLPLVWLF«7KH
SUREOHP FRPHV WRR ZKHQ \RX JHW SHRSOH ZKR DUHQ¶W XVHG WR GHDOLQJ ZLWK
cancers that often, such as the JDVWURHQWHURORJLVWV«WKH\GRQ¶WWHQGWRGHDO
ZLWKFDQFHUV WKDWRIWHQ«7KH\SUREDEO\KDUGO\ VHH SDQFUHDWLF FDQFHUV VR
you could sort of just sense that, oh pancreatic cancer six months, 
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everybody thinks pancreatic cancer six months and actually with treatment 
WKDWLVQRWDOZD\VWKHFDVH¶(Dr Wright, SpR- source: 2nd phase of study) 
 
µ1RWQDPLQJQDPHVKHUHEXW WKHUHDUHFROOHDJXHVZKRKDYHQ¶WUHDOO\EHHQ
frank with a patient and when I have met them for the first time and they are 
seeing me for the first tLPH«DQG ,KDYHJLYHQ WKHPVRPH LQIRUPDWLRQ WKDW
they were not expecting at all, perhaps it is my fault as well because I 
KDYHQ¶W DFWXDOO\ DVFHUWDLQHG KRZ PXFK WKH\ NQHZ EHIRUHKDQG EXW
sometimes things come up during conversation which you have no way of 
knowing beforehand and that can come as a very bad shock to the patient 
DQGWKDWGRHVQ¶WGRWKHFRQVXOWDWLRQDQ\JRRG¶(Dr Walker, SpR- source: 1st 
phase of study) 
 
As Fallowfield et al (2002) points out, doctors treating patients with cancer, will 
spend a good proportion of their time, communicating information and offering 
treatment to patients within a palliative context, it would therefore seem appropriate 
that they were able to communicate information effectively and appropriately.  When 
information is not communicated in an appropriate and honest fashion, an 
unfavourable outcome is created for both the doctors and patients, which was 
demonstrated in the case of Mr Anderson.  The following case study provides an 
example of a situation to demonstrate the way Dr Taylor (C) perceived the action of 
one of his colleagues from another discipline and how the patient and his wife tried 
to rationalise conflicting information to minimise a potential threat.    
 
Case Study 9 ± Walnut or Hazelnut? 
Mr Johnson, a retired Director of Fisheries in the Foreign Office, entered the 
consulting room accompanied by his wife for his new case consultant with Dr Taylor 
(C).  Prior to this appointment Mr Johnson had been under the private care of a 
surgeon, who had performed major surgery on him within the past few weeks to try 
and remove a cancerous growth from his pancreas.  Mr Johnson had waited a long 
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time for his cancer to be diagnosed because all of his initial investigations had 
proven inconclusive.  During this consultation, Mr Johnson and his wife have the 
following discussion with Dr Taylor (C), whereby the finer details of the size of his 
tumour are raised: 
 
Dr Taylor: And that did indeed show there was a tumour on the duct 
Mr Johnson: Ah did it? Because I was told there was nothing 
Dr Taylor: There were no tumour cells did he say? 
Mrs Johnson: 1RKHGLG7KHKD]HOQXWWKHVFDQGLGQ¶WVKRZDQ\WKLQJ 
Mr Johnson: When he opened me up? Yes 
Dr Taylor: 7KDW¶VZKDW,PHDQ 
Mr Johnson: oh I see 
Dr Taylor: Sorry, at operation 
Mr Johnson: <HVDWRSHUDWLRQ\HV WKDW¶V ULJKW WKHQKH IRXQG WKH WXPRXU<HVDW
WKH KHDG RI WKH SDQFUHDV  $ERXW WKH VL]H RI D KD]HOQXW GLGQ¶W KH
say? 
Mrs Johnson: Yes 
 
(Discussion continues) 
 
Dr Taylor: Basically the tumour was relatively small 
Mrs Johnson: yes 
Dr Taylor: 4cm by 3.5cm it says here 
Mr Johnson: He said it was the size of a hazelnut  
Dr Taylor: yeah 
Mr Johnson: 4 by 3.5cm was what he cut? 
Mrs Johnson: walnut 
(they laugh) 
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Dr Taylor: And rightly Mr (surgeon) has told you there is a risk of it coming 
back 
Mr Johnson: Always, yes 
Dr Taylor: And so I mean the fact is if it comes back it can come back in the 
first couple of years 
Mr Johnson: Yeah 
 
When asked what he thought about this part of the conversation Dr Taylor (C) 
replied: 
 
µin fact it was quite a bit bigger than I think his concept of it was and more 
extensive than he had been led to think......Clearly it seemed to me that he 
KDG EHHQ JLYHQ D YHU\ URV\ SLFWXUH RI WKH IXWXUH ZKLFK GLGQ¶W TXLWH JR
together with a 2 year survival.  I couldQ¶WTXLWHZRUNWKDWRQHRXWDVIRUPHD
\HDU VXUYLYDOZRXOGKDYHEHHQ TXLWH DVKRFN LI ,¶GEHHQ WROG LWZDVYHU\
VPDOODQGDJRRGRXWFRPH¶ (Dr Taylor, C; 2nd phase of study) 
  
During my discussion with Mr Johnson, he described having a particularly good 
relationship with his surgeon.  He felt the surgeon had always communicated 
information to him very clearly and honestly.  Although there was some discrepancy 
LQWKHLQIRUPDWLRQSURYLGHGE\'U7D\ORU&DERXWWKHVL]HRI0U-RKQVRQ¶VFDQFHU
Mr Johnson also thought that Dr Taylor (C) had been very clear and direct.  As Dr 
7D\ORU & UHDG WKHUHVXOWVRI0U-RKQVRQ¶V&7VFDQ WR WKHPKHDSSHDUHGVOLJKWO\
uncomfortable when he thought that he was disclosing information to Mr Johnson, 
which could potentially portray a different message about the size of his tumour 
which would have bearing on his prognostic outlook.  As Mr Johnson listened to the 
information about the size of his tumour he looked concerned and sat back in his 
chair but his wife made light of this information and the conversation moved on 
without further exploration.  This look of concern was not missed by Dr Taylor (C) but 
he did not choose to explore this with him.  When I interviewed Mr Johnson and his 
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wife following the consultation and asked him what his thoughts were about this part 
of the discussion, both Mr Johnson and his wife tried to rationalise the discussion by 
saying: 
 
Mr Johnson: Yes sort of 3-4 cm, whereas Mr (surgeon) had said 2cm, so 
I assume that is was, the tumour and everything around it 
would have been 3-4cm I suppose.  Well if it is the smallest 
of what we took out, something like 2cm then that is a very 
good prognosis, if it is much bigger then I am not sure it is 
going to go.  But he did all sorts of tests and the rest of the 
pancreas was clear and the lymph nodes (interrupted) 
 
Mrs Johnson: ZHOO WKH VL]H ZH ZHUH MXVW D ELW VXUSULVHG  ,W¶V DOO JRQH
/DXJKVLW¶VQRWWKHUHDQ\PRUHLVLW" 
 
Mr Johnson:  Exactly. Mr (surgeon) said it was small so (interrupted) 
 
Mrs Johnson: It was directly above the lymph node, was directly there, 
ZRXOGWKDWEH LQFOXGHG LQWKHVL]H":HOO LWGRHVQ¶WPDWWHU LW
has gone.   
 
During this discussion and during the consultation, it appeared that Mrs Johnson 
played a significant part in raisLQJKHUKXVEDQG¶VRSWLPLVPDQG UHSHDWHGO\ LQVLVWHG
that the cancer had been removed so the size of the tumour was insignificant.  On 
several occasions, relatives were proactive in ensuring the hope of their loved one 
was not taken away by trying to jolly tKHPDORQJRU VSRNH LQ WHUPVRI µpicking him 
EDFN XS DJDLQ¶  In this consultation, Mr Johnson maintained a calm and passive 
appearance as he sat back in his chair looking very relaxed ± that was until the size 
of his tumour was mentioned.  As the consultation progressed, he appeared to listen 
attentively to Dr Taylor (C) but when asked declined the opportunity to explore his 
prognosis further.  As I spoke to Mr Johnson, I got the impression that while he 
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valued his interaction with Dr Taylor (C), he was resLJQHG WREHOLHYHKLVVXUJHRQ¶V
description of his tumour and possible prognosis.   
 
Dr Taylor (C) when asked described how he felt his colleague had predicted an 
overly optimistic survival outcome to Mr Johnson.  He felt that he needed to 
introduce the concept to Mr Johnson that his cancer was likely to return within the 
next year, rather than in the next 2-3 years or longer as predicted by his surgeon.  
This is illustrated in the following extract of our conversation: 
 
Lynn: In this instance the surgeon had told him that he had a possible life 
span of 2-3 years, but when we were talking you said he had 
probably a year.  Does that affect the way that you then manage the 
consultation when you know they have a different expectation? 
 
Dr Taylor: I think it is a UHDOO\KDUGVLWXDWLRQEHFDXVH\RXGRQ¶WZDQW WRPDNH
him loose confidence in the person who originally treated him nor in 
the medical profession because that makes his future interactions 
with us all quite difficult.  Nevertheless I thought that there ought to 
be some suggestion to him that it might not be as good as it was 
DQG LQGHHGD ILJXUHRI\HDUV LVQ¶W UHDOO\TXLWH ULJKW«6R LWZDVD
PDWWHURIWU\LQJWRLQWURGXFHWRKLPWKHFRQFHSWWKDWLWZDVQ¶WTXLWHDV
accurate as it could have been without making him lose confidence 
in the surgeon that had told him that data. 
 
Lynn:  And do you think you managed to do that? 
 
Dr Taylor: I hope so.  I think what I failed in that interview was to be as 
pessimistic as probably I should have been or as realistic as I should 
KDYH EHHQ EXW UDWKHU JDYH KLP D YDJXH FRQFHSW WKDW LW ZDVQ¶W DV
good as it could have been.  It could be quite a bit worse.  But he 
GLGQ¶WSLFNXSRQZKDW,WKRXJKWZHUHDFRXSOHRIFXHV,JDYHKLPWR
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DVNIRUPRUHVSHFLILFVDQGKHGLGQ¶WDVNDQGVR ,GLGQ¶WDV,XVXDOO\
GRQ¶WSXVKLWRQKLP 
 
Lynn:  And can you explain what those cues were? 
 
Dr Taylor: , VDLG RQ RQH RFFDVLRQ WKDW LW LVQ¶W DFWXDOO\ D PDWWHU RI D VSHFLILF
OHQJWKRIWLPHLW¶VHLWKHUWKDW\RXFRXOGOLYHDQRUPDOOLIHH[SHFWDQF\
DQG,WKLQNDWWKDWSRLQWKHVDLG³\HDK\RXPHDQDQ\WKLQJFRXOGNLOO
me or something but on the other hand it could come back earlier 
WKDWWKDW´$QGWKHQ,WKLQN,VDLG«WKDWWKHUHZDVDVLJQLILFDQWULVN
WKDW WKLV FRXOG FRPHEDFN DQG LI WKDW RFFXUUHG LWZDVQ¶W VRPHWKLQJ
we could cure.   
 
There may be a number of reasons why Mr Johnson chose not to probe further.  It 
may well have been because he had a close relationship with his surgeon, which 
had developed over time and he described having a considerable amount of 
confidence in him.  It may also have been because Mr Johnson did not want to know 
that his prognosis was not as positive as it had been portrayed previously.  
Regardless of the reason why he chose not to ask questions or challenge the 
doctors in any way, it is clear that Mr Johnson and his wife were trying to exert some 
control over the way in which they perceived the information being presented to 
them.  This is not an uncommon response, as Copp (1999) observed the same 
behaviour in patients as they interacted with nurses within a hospice.   
 
Rather than take into consideration the fact that patients played a part in controlling 
and managing their own states of awareness, doctors generally described their 
concern about whether or not they thought patients had understood what they had 
told them despite ever asking them.  Not knowing what patients really understood 
was a common problem and yet the evidence presented in this thesis shows that the 
problem is much more complex than just this.  In this case, Dr Taylor (C) µKRSHG¶that 
they had been able to convey a message to Mr Johnson that things might not have 
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µEHHQDVJRRGDV LWFRXOGKDYHEHHQ¶ but he was not convinced that this message 
had been received by Mr Johnson because he did not ask for further information 
when given an opportunity to do so.  Whether or not it is in the patients best interests 
to try and make someone hear something they are not ready or willing to face has 
been questioned in the past (Glaser and Strauss 1965).  Yet, this dilemma is still 
faced by doctors on a daily basis and seems to be further compounded if they do not 
know the patient particularly well. 
 
In this case, Dr Taylor did not think it was appropriate to probe any further or make 
his point more clear.  In contrast, 63.5% of doctors in another study indicated that if 
patients were optimistic about their prognosis then they would not even try to alter 
this perception (Christakis and Iwashyna 1998).  Whereas, the study conducted by 
The (2002) demonstrated how difficult it was for the multidisciplinary team to make 
decisions about how best to proceed with the management of an optimistic patient.  
While there were instances or references made which indicated that doctors in this 
study did not always agree with the way disclosure was managed, it was also not 
uncommon to witness individuals use inconsistent approaches in the way they 
managed the optimism or pessimism of patients.   
 
'U7D\ORU&IRUH[DPSOHZDVFULWLFDORIKLVSHUIRUPDQFHLQUHODWLRQWR0U-RKQVRQ¶V
consultation and questioned whether or not he had been as pessimistic or as 
realistic as he could have been.  Yet in another consultation with Mr White, Dr Taylor 
DGPLWWHGWKDWKHKDGQRWEHHQµWRWDOO\KRQHVW¶with the patient as he had µJLYHQEHWWHU
RGGV¶ than he should have done because he felt Mr White came into his new case 
consultation fairly optimistic and Dr Ta\ORU&GLGQRWZDQWKLPµlosing all sense of 
KRSH¶  From the data analysis, it emerged that some doctors appeared to use 
different approaches with different patients, depending on their immediate 
impression of the patient sitting in front of them.  In this case, Mr White, was actually 
more realistic about his outlook than Dr Taylor (C) had given him credit for.   
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During my conversation with Mr White, he explained that the health service had 
invested a lot of money in his care and they would not have donHWKLV LVKHKDGQ¶W
been worth the effort, but by the same token he felt that he had to accept what was 
KDSSHQLQJWRKLP+HXVHGWKHIROORZLQJTXRWHIURPWKHILOPµ=XOX¶WRH[SUHVVKRZ
KHLQWHQGHGWRFRSHZLWKWKHVLWXDWLRQKHIRXQGKLPVHOILQµwhy us sarg? Because we 
DUHKHUHODG\RXDUHZKHUH\RXDUH¶ In this instance it was a prime example of the 
doctor making an assumption about a patients need for information rather than 
ILQGLQJ RXW WKH SDWLHQW¶V SUHIHUHQFH )DOORZILHOG DQG -HQNLQV HW DO  DQG 
preparing him appropriately for what may happen to him in the future.   
 
5.2.3  Euphemistic Language 
%R\OHDQG5RELQVRQHWDOXVHDQDQDORJ\RIUXJE\WRH[SODLQKRZWKHµgame 
works¶ ZKHQ D SDWLHQW KDV EHHQ GLDJQRVHG ZLWK FDQFHU DQG HQWHUV LQWR QHZ and 
RIWHQXQIDPLOLDUWHUULWRU\$WHUULWRU\WKDWWDNHVWKHSDWLHQWLQWRDQHZµVRFLDOVWUXFWXUH¶
ZKHUHWKHµreality¶RIWKHLUVLWXDWLRQLVSOD\HGRXWKDYLQJVLJQLILFDQWFRQVHTXHQFHVIRU
the patients future (Brown and Crawford et al. 2006).  In this analogy, the referring 
clinician has a role to play in ensuring the patient is orientated to this new world so 
that their expectations are set before they enter the game (Boyle and Robinson et al. 
2004).  Brown and Crawford et al (2006) have referred to this gaPHDVµpreparing the 
JURXQG¶ While some patients in this study, were pre warned about what to expect 
others were not even sure that they had cancer, although they suspected they might.  
7KH FRQGLWLRQV ZKLFK RUGLQDULO\ KHOSHG PDLQWDLQ RU UHGXFH D SDWLHQW¶s level of 
awareness, changed as inadequate communication raised suspicion and eventually 
confirmed their worst fears.  Several patients had their suspicions confirmed when 
they received a letter to attend the Oncology department.  An example of this is 
illustrated in the following case study.   
 
Case Study 10 ± Tumour 
When I arrived in the oncology outpatient clinic to see if Mrs Martin was willing to 
participate in my study, I was informed by the clinic co-ordinator that Mrs Martin was 
distressed.  It appeared that the letter we sent her in the post inviting her to take part 
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in this study (prior to her attending her new case consultation), had confirmed her 
VXVSLFLRQWKDWVKHKDGFDQFHUEHFDXVHSULRU WRWKLVVKHVDLGWKDWVKHGLGQ¶WNQRZ
The clinic co-ordinator felt that Mrs Martin appeared angry and upset when she 
arrived in clinic, accompanied by her husband.  I was very concerned about this and 
wondered how we could have got this wrong as prior to sending the letter of 
invitation out in the post; I had been informed by her doctor that she did in fact know 
that she had cancer, hence the clinic co-ordinator arranging an appointment to see 
'U 7D\ORU & WRR  , KDG DOVR UHDG 0UV 0DUWLQ¶V PHGLFDO QRWHV WR FRQILUP WKLV
information for myself.  Before I saw Mrs Martin, I thought I had better check her 
medical notes again to see if there was any indication that she had been informed of 
her diagnosis.  The referral letter from her surgeon indicated that she had been told 
her diagnosis and that she had been informed how serious her diagnosis was.  
Having read her notes, I sought Mrs Martin out in the waiting room to offer my 
apologies.  I did however feel very apprehensive about doing this as I did not know 
how she would respond to me.   
 
Mrs Martin was sitting in the waiting room with her husband.  She appeared calm 
DQG GLGQ¶W H[SUHVV DQ\ DQJHU WRZDUGV PH EXW , IRXQG LW GLIILFXOW WR LQWHUSUHW KHU
KXVEDQG¶VIHHOLQJV+HZDVXQDEOHWRWDONWRPHRUHYHQORRNDWPHZKLFKPDGHPH
feel somewhat uncomfortable.  I tried to direct my attention towards both of them but 
he did not respond to me.  When I spoke to Mrs Martin, it became evident that she 
knew there was a possibility that she had cancer but her diagnosis had not been 
confirmed.  She knew she was coming to see 'U7D\ORU&EXWKDGQ¶WUHDOLVHGWKDW
he was an Oncologist.  I had resigned myself to the fact that Mrs Martin was going to 
decline to participate in the study but she agreed to talk to me about it in more detail.  
She said that I was very welcome to observe her consultation and to record it, but if 
she felt the news she received was particularly bad, then she may withdraw her 
consent to participate any further.  Following the consultation, she did decide to 
proceed with the study.   
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As I left Mrs Martin ,DSSURDFKHGWKHQXUVH LQFKDUJHRI'U7D\ORU¶V&FOLQLF WR OHW
PHNQRZZKHQVKHWRRN0UV0DUWLQ¶VQRWHGLQWR'U7D\ORU&RUKLV6S5VRWKDW,
could speak to them first.  I felt obliged to inform the doctor what had just transpired.  
The clinic nursH WRRN0UV0DUWLQ¶VQRWHV LQWR'U7D\ORU &  , H[SODLQHG ZKDW KDG
happened and Dr Taylor (C) appeared to be disturbed by this chain of events.  As far 
as he was aware, Mrs Martin had been given her diagnosis.  When Mrs Martin was 
called into the consulting room the following conversation took place: 
 
Dr Taylor: Thank you very much for agreeing to help her, but I mean this is 
DSSDOOLQJ,PHDQ,¶PVRVRUU\7KHOHWWHU,KDYHKDGGHDOVZLWKLWDV
WKRXJK \RX¶YH EHHQ WROG HYHU\WKLQJ DQG QRUPDOO\ ZH JHW DQG 
normally the person who dealt with you tells you everything and in 
fact Mr (Surgeon) spoke to me and (interrupted) 
 
Mrs Martin: Mr (Surgeon) came to see me on the Thursday I believe it was or it 
might have been the Friday 
Dr Taylor: Right 
Mrs Martin: And HUP KHVDLG WKDW WKH\¶G WDNHQ DSLHFH RI WKH ERZHO DZD\ DQG
WKHUHZDVDWXPRXULQWKDWDOVRWKHDGHQXPLIWKDW¶VWKHULJKWZRUG 
Dr Taylor: So he did say there was a tumour 
Mrs Martin: Yes he did 
Dr Taylor: Oh right 
Mrs Martin: But not whether it was malignant or what it was 
Dr Taylor:  Oh I see right, right, right 
Mrs Martin: 2ND\VR\HVZH¶GDOOSUHVXPHGEXWQRWKLQJVHYHUEHHQVDLG 
Dr Taylor: Sure 
Mrs Martin: You know for definite.   
 
Not knowing whether or not Mrs Martin knew that she had cancer created a problem 
for both Dr Taylor (C) and myself, in regards to how we interacted with Mrs Martin. 
Dr Taylor (C) was initially keen to offer his apologies to Mrs Martin for having 
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inadvertently communicated her diagnosis to her via a letter rather than through face 
to face contact.  His initial appearance of distress soon turned to one of surprise 
when Mrs Martin said she had been told that she had a tumour and at this point he 
appeared to physically relax in his chair.  During my conversation with Dr Taylor (C) 
KH H[SODLQHG WKDW KH ZDV LQLWLDOO\ FRQFHUQHG WKDW µwe had let her down with poor 
FRPPXQLFDWLRQEXWWKHQLWZDVFOHDUWKDWVKHGLGLQIDFWNQRZWKDWVKHKDGFDQFHU¶
This was a case of the doctor and patient having a different interpretation of what the 
ZRUG µWXPRXU¶PHDQW :KHQDVNHGZKDWVKH WKRXJKW µWXPRXU¶PHDQW IROORZLQJ WKH
FRQVXOWDWLRQ 0UV 0DUWLQ VDLG µwell cancer yes, but a lot of them are benign so 
therefore uQWLO,DPWROGRWKHUZLVH,DPQRWJRLQJWRORVHDQ\KRSH¶In this case, Mrs 
Martin GRHVQ¶W IXOO\NQRZWKDWVKHKDVFDQFHUEXWVXVSHFWVWKDWVKHPLJKW  ,QWKLV
open suspicious awareness context, the health care professional may well think that 
they have communicated a diagnosis of cancer to the patient (without actually using 
the word cancer) but the patient does not think so.  To try and prevent 
misunderstandings such as this, another doctor felt that it was important to discover 
how patients interpreted medical terminology because: 
 
µVRPHWLPHVSDWLHQWVsay am I terminally ill? What I would then say to them 
is tell me ZKDW\RXPHDQE\WHUPLQDOO\LOO«$QGVRPHWLPHV\RXZLOOVD\\RXU
outlook is serious and the patient will say so you; you mean 10-20 years 
then and not any longer.  But people catch you by surprise because I think 
when you are in the medical world and you are submerged in it for so long 
you kind of think that everyone thinks the way that you think.  But actually 
these are English words and everyone has a right to interpret them how they 
ZDQWWRLQWHUSUHWWKHP¶(Dr Evans, SpR- source: 1st phase of study) 
 
:KLOHWZRRWKHUSDWLHQWVLQWHUSUHWHGDµWXPRXU¶LQWKHVDPHZD\WKDW0UV0DUWLQGLG
DQRWKHUSDWLHQWGHVFULEHG LQRXUFRQYHUVDWLRQKRZKH WKRXJKWD WXPRXU µgrew like 
WHQQLVEDOOVLQVLGH\RX¶DQGSURFHHGHGWRDVNµDo they talk of cancer as tumours do 
WKH\"¶This example highlights how different people interpret and apply meaning to 
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the information they are given.  In their study to assess lay understanding of terms 
used by doctors during cancer consultations, Chapman and Abraham et al (2003) 
IRXQG WKDWXVLQJDOWHUQDWLYHZRUGV WRPHDQ µFDQFHU¶ZHUH OLNHO\ WRDIIHFWDSDWLHQW¶V
understanding of what was wrong with them (Chapman and Abraham et al. 2003). It 
might be suggested however, that some patients interpret information in such a way 
because it helps them remain uncertain, and therefore hopeful of a better outcome. 
(Timmermans 1994; Mamo 1999).  
 
0U -RKQVRQ¶V DQG 0UV (GZDUG¶V VLWXDWLRQ ZDV YHU\ VLPLODU WR WKDW RI 0UV 0DUWLQ¶V
Both of these patients discovered that they had cancer, having received letters to 
attend the Oncology department.  The devastating effect this had on them is 
portrayed through their comments.  Living in doubt, without a clear diagnosis was 
very difficult for these patients and could easily have been prevented with the use of 
DSSURSULDWH ODQJXDJH  7KH UHIHUULQJ FOLQLFLDQV KDG XVHG WKH ZRUG µWXPRXU¶ WR
describe their disease.  While they each thought that they might have cancer this 
had not been confirmed, as Mr Johnson and his wife explain: 
 
Mr Johnson: We got a letter of invitation to see (name of Oncologist) 
Mrs Johnson: Nobody had said definitely to us, Mr (name of surgeon) had said in 
May the likelihood is cancer near the pancreas, so he had a 
whipples but nobody had said to either of us that it was, because 
ZHOOZHKHDUGWKHZRUGWXPRXUEXWWXPRXULVDJURZWKWKDWVKRXOGQ¶W
EH ZKHUH LW LV OLNH D ZHHG  6R D WXPRXU GRHVQ¶W KDYH WR EH
malignant it could be benign.  So we both assumed it had been a 
cancer but nobody was telling us.  So we floated for about a 
fortnight.  That was a little bit tough.  We did get to a stage when we 
wanted somebody to say this is what it was. 
Lynn:  So how did it feel opening that letter? 
Mrs Johnson: That was bad 
Mr Johnson: It was, it was not nice 
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The description they offered did little to portray the fleeting emotion which was 
expressed on their faces as they looked at each other; an intimate knowledge of how 
emotional and distressing this experience had been for them.  A similar sentiment 
was expressed by Mrs Edwards, but there was a sense of relief when she finally 
OHDUQW WKDWVKHKDGKHUVXVSLFLRQVFRQILUPHG 6KHVDLG µ,GLGQ¶WZDQW LW WREHEXW,
NQRZQRZDQG,IHHOEHWWHU\RXNQRZZKDW\RXDUHGHDOLQJZLWK¶ Feeling relieved to 
actually hear that you have cancer, exemplifies the magnitude of this problem.  
Regardless of the health care professionals motivations for not using the word 
µFDQFHU¶ WR GHVFULEH ZKDW LV ZURQJ ZLWK VRPHRQH WKH\ DUH XOWLPDWHO\ SUHYHQWLQJ
people from adapting and being able to manage their situation in their preferred way.  
As seen in the case of Mrs Edwards, not knowing was worse than knowing and this 
problem has been highlighted by Boyle and Robinson et al (2004).  As they explain, 
a patient is likely to have a heightened sense of anxiety when they discover they 
KDYH FDQFHU EXW WKLV WHQGV WR VHWWOH GRZQ RQFH WKH\ KDYH KDG WLPH WR µUHFRJQLVH
ZKDW WKH\DUHGHDOLQJZLWK¶%R\OHDQG5RELQVRQHWDO 7KLVFORVHO\UHIOHFWV
the views of Maynard (2003) who argues that receiving good oUEDGQHZVµLQWHUUXSWV
RXULQYROYHPHQWLQRXUVRFLDOZRUOG¶EXWWKHQKHOSVSHRSOHUH-evaluate their lives. 
 
What one person considers to be bad news is not necessarily perceived in the same 
way by another (Maynard 2003).  Mrs Edwards thought her surgeon was trying to 
µSURWHFW¶her but she found this unhelpful, as she needed to know what was wrong 
with her and what would be done to help her.  During our conversation she also 
explained that when she learnt she had cancer, she could at least understand why 
she was feeling the way she did, which seemed to justify her symptoms.  This 
sentiment is reflected through the comments of Timmermans (1994).  Writing from 
personal experience Timmermans reflects on the way both his father and himself 
hated waiting and not knowing what to expect in relation to his mothers illness.  
While there is evidence to suggest that the disclosure of diagnostic information is 
common (Innes and Payne 2009), the evidence presented here demonstrates some 
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of the problems that arise when there is a discrepancy in what the doctor thinks they 
have communicated and what the patient actually perceives they have been told.   
 
While patients wanted their doctors to use the correct terminology to inform them of 
their diagnose, prior to receiving correspondence in the post informing them of the 
need to be seen by an Oncologist, the use of euphemistic language appeared best 
received by those in the latter stages of their illness.  Mr Baker for example, seemed 
to value the fact that his Oncologist was trying to protect him from the reality of his 
situation by using euphemisms which were seen as less harmful.  Mr Baker had 
previously received chemotherapy to treat his primary cancer and this was followed 
with radiotherapy to treat a metastasis in his hip.  When I observed his consultation 
ZLWK 'U 'DYLV & IRU D VHFRQG WLPH VKH VSRNH WR KLP DERXW GRLQJ D ELW RI µspot 
ZHOGLQJ¶WRVRPHµKRWVSRWV¶on his shoulder.  Mr Baker appeared to find these use of 
words amusing as he laughed at her description of this plan during the consultation.  
Dr Davis, explained to me that she was concerned that Mr Baker had a bone 
metastasis in his shoulder and purposefully chose this terminology because she 
GLGQ¶WZDQW0U%DNHUWRJRKRPHWKLQNLQJWKDWKHZDVµriddled with cancHU¶When I 
asked Mr Baker what he understood by this terminology during our conversation, he 
ODXJKHGDJDLQDQGVDLGµZHOOWKH\IRXQGVRPHWKLQJWKHUHZKDWHYHULWZDV¶and then 
KHSURFHHGHGWRH[SODLQWKDWKHGLGQ¶WZDQWWRNQRZZKDWWKH\KDGIRXQG0U%Dker 
had recently had radiotherapy to his hip, and when I asked him about this also, the 
following conversation took place: 
 
Lynn: You said you had treatment on your hip but you are not really sure, 
what they did or why, do you ever feel that you can ask those 
questions?  
Mrs Baker: +HGRHVQ¶WZDQWWRNQRZ 
Mr Baker: No No 
 
  
232 
 
When I probed him further to see what kind of information he felt he wanted to know 
he said: 
 
Mr Baker: 2QO\WKHEDVLFVMXVWWKHEDVLFVWXIIWKDWLVDOO,GRQ¶WZDQWWRNQRZDOO
the details. 
Lynn:  What do you mean by basic? 
Mrs Baker: About as much as you know now. 
Mr Baker: Yes, really, yes. Just the normal stuff about it.  What I have got. I 
PHDQ , GRQ¶W HYHQ NQRZ KRZ ORQJ , KDYH JRW  ,W FRXOG EH DJHV ,
GRQ¶WNQRZ,DPTXLWHKDSS\DVLWLVUHDOO\ 
 
Mr Baker explained that he liked the way Dr Davis (C) spoke to him and felt that the 
2QFRORJLVWVKHKDGPHWWKXVIDUZHUHµGLUHFWDQGGRQ¶WVD\VLOO\WKLQJV¶and his wife 
IHOW LW ZDV JUHDW WKDW WKH\ GLGQ¶W µKLGH DQ\WKLQJ DQG WKH\ WHOO \RX DV LW LV¶  I was 
compelled by this part of our conversation, as I felt that Dr Davis (C) had been 
ambiguous in the way she presented this information to Mr Baker and yet he 
described this information as direct and open, which seemed to me to be a 
contradiction in terms.  As I reflected further upon this interview with Mr Baker, it was 
evident that Mr Baker was aware that he was going to die from his cancer as he 
mentioned dying several times during our conversation.  When I asked if he thought 
DERXW G\LQJ YHU\ PXFK KH VDLG µno I keep putting it out of my mind, I try to be 
FKHHUIXO¶  The use of humour in his everyday exchanges with friends and family 
appeared to be important to him.  As such, I felt that he received information based 
on his terms and as such felt adequately informed to maintain his preferred state of 
awareness.   
 
Overall, patients participating in this study wanted to know their initial diagnosis and 
but when it came to knowing what was going to happen to them further down the 
line, the need for honest disclosure became less clear for some, as there was a 
tendency to try to shield themselves from the negative impact of their disease 
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progression. Similarly, Fujimori et al (2005) found that patients in the initial stages of 
WKHLULOOQHVVZDQWHGWREHWROGWKDWWKH\KDGFDQFHUµFOHDUO\DQGKRQHVWO\¶but as time 
ZHQWRQWKH\GLGQRWZDQWWRKHDUWKHZRUGµFDQFHU¶XVHGDOOWKHWLPH.  They wanted 
the doctors to use euphemistic language instead, but their reasons for this were 
unclear.  A similar finding was also presented by Sand and Olsson et al (2009) the 
ZRUGVEXEEOHKLPDQGQXWZHUHXVHGWRGHVFULEHµFDQFHU¶DQGYLWDPLQ&ZDVXsed 
WR GHVFULEH µFKHPRWKHUDS\¶  7KHVH ZRUGV VHHPHG WR EH KHOSIXO LQ OLPLWLQJ WKH
amount of exposure that was given to their illness (Sand and Olsson et al. 2009) but 
examples to illustrate these points were lacking in the report.   
 
In this study, doctors were seen to use euphemistic language when patients 
DWWHQGHG IROORZ XSFRQVXOWDWLRQV 7KHZRUG µFDQFHU¶ZDV LQWHUFKDQJHDEOH ZLWK WKH
ZRUGV µWXPRXU¶ DQG µGLVHDVH¶  5DUHO\ GLG DQ\RQH XVH ODQJXDJH WKDW FRQYH\HG D
negative message, associated with either progressive disease or death and dying.  
Rodriguez and Gambino et al (2007) had previously found similar results in their 
qualitative study to consider the explicit and implicit language used by doctors and 
patients to communicate death and dying.  In their study Rodriguez and Gambino et 
al (2007) found that implicit talk of death and dying was used in every consultation.  
Rather than talk bluntly about dying doctors and patients tended to use language 
which suggested death was a possibility sometime in the future, and they tended to 
focus on what could be done or achieved in life (Rodriguez and Gambino et al. 
2007).   
 
Similarly, both doctors and patients in this study tended to talk in such a way that 
was consistent with the continuation of life rather than the demise of life.  The 
following extracts from two different consultations provide examples of this: 
 
Dr Davis: And it should help shrink the cancer down everywhere.  
Now unfortunately chemotherapy is not going to cure this 
Mr Anderson: No 
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Dr Davis: The whole aim of treatment is to keep you as well as we can 
for as long as we can.  Okay. 
 
Next extract: 
 
Dr Roberts: ..ZHKDYHNQRZQDERXWWKHVHVLQFHWKHVXPPHU\RX¶UHYHU\
well and any chemotherapy that we give you is aimed to 
keep you as well as possible for as long as possible 
Mr Robinson: 7KDW¶VULJKW 
Dr Roberts: There are in this kind of situation, there are two different 
options.  One option is to give you chemotherapy now to try 
to shrink your cancer down and to try to get control of it as 
best we can 
Mr Robinson: ummmhmm 
Dr Roberts: And to then try and give you as long as possible with your 
cancer being as small as is possible.  The other side, the 
other argument is say well why give you any chemotherapy 
unless you become symptomatic, ie, unless you have any 
problems associated with your cancer.   
 
These are just two examples of many, where the doctor uses language to convey a 
hopeful message about treatment-related outcomes.  As a patient ended one 
treatment and waited to see if or when another treatment regime may be prescribed, 
GRFWRUVVSRNHRI µWU\LQJWRJHWKROGRI LWDJDLQ¶RU µwe will get you much better than 
\RXZRXOGRWKHUZLVHKDYHEHHQ¶This subtle use of language tended to soften the 
blow and detract from the inevitable outcome of death.  In nearly all of the cases, I 
IROORZHGWKURXJKWRDVHFRQGRUWKLUGFRQVXOWDWLRQWKHSDWLHQW¶VZHQWDORQJZLWKWKLV
and rarely questioned the use and / or meaning of this language.  For some, as in 
the case of Mr Baker, information conveyed in this subtle way was explicit enough 
for him.  While I believe that he knew what was happening to him, he took things at 
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IDFHYDOXHDQGGLGQ¶WSUREHIXUWKHUEHOLHYLQJWKDWWKHGRFWRUZDVGRLQJKHUEHVWIRU
him.  This choice of language may not however have been appropriate for others, 
who needed descriptive and detailed information to present the reality of their 
situation, however distressing this may have been for them.   
 
5.3  Mutual Understanding 
 
µI think there are different ways of going about it and the old school is not 
WHOOLQJDQ\RQHDERXW LW <RXNQRZEHFDXVHZKDW\RXGRQ¶WNQRZFDQ¶WKXUW
you allegedly and I subscribe to the other school and that is the school that I 
think the more informed you are the better you will cope with something 
provided that you are not given too much information that is too much for 
\RX%XWWKDWLVWKHWULFNLVQ¶WLW":KDWLVWRRPXFKLQIRUPDWLRQ"$QG,GRQ¶W
WKLQN WKHUH LV DQ DQVZHU WR WKDW TXHVWLRQ LQ JHQHUDO¶ (Dr Wilson, C ± 
source:1st phase of study) 
 
This quotation reflects the change in philosophy from that of a closed awareness to 
an open awareness context.  Although there has been a trend towards openness, 
the problem lies in determining how much and what information is communicated in 
order to meet the individual needs of patients throughout their illness.  Taking a 
pragmatic stance to meet the needs of each individual patient, at various points 
throughout their illness, seemed to be the intention of many doctors participating in 
this study.  Yet, when questioned, many doctors could not describe what their 
SDWLHQW¶V QHHGV ZHUH DQG KRZ WKH\ PLJKW IHHO DERXW WKH LQIRUPDWLRQ WKH\ KDG
provided and the way they had presented such information.  Yet, negotiating the 
specific needs of individuals is crucial in maintaining high standards of patient care 
and satisfaction (Innes and Payne 2009), yet this as we have seen is not always 
achieved.   
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In addition to this problem, some patients and their families may want to know what 
is happening to them and what to expect in terms of the care and treatment options 
that are or will be available to them, and yet they do not fully understand or 
appreciate what they are being told.  As a consequence, their perspective of what is 
happening to them and why may be very different to that of their doctor.  In this next 
section, consideration is given to the experiences of doctors and patients as the 
patients attend follow up consultations, having completed their first line of 
chemotherapy to help palliate their symptoms, improve their quality of life and 
SURORQJ OLIH  7KH GLIILFXOWLHV DVVRFLDWHG ZLWK WKLV SKDVH RI D SDWLHQW¶V LOOQHVV DUH
considered from a combination of perspectives. 
 
5.3.1  Managing the Next Stage 
As patients completed or discontinued a course of active cancer treatment, they 
continued to be seen by their doctors in follow up consultations in the Oncology 
outpatient department.  The very nature of the disease means that changes occur 
WKURXJKRXWWKHµLOOQHVVWUDMHFWRU\¶DQGSURJQRVLVZLOODWVRPHSRLQWFKDQJH*ODUHDQG
Sinclair et al. 2008); changes which will vary from person to person.  Only one 
patient out of six went on to receive a second course of chemotherapy, after his 
disease progressed following his first course of treatment.  Another patient received 
urgent radiotherapy to treat a newly diagnosed brain metastasis.  The other patients 
continued to receive best supportive care, although some were hopeful that further 
chemotherapy would be prescribed to them in the future.  An example of this is 
illustrated in the following case study. 
 
Case Study 11 ± Wait and See 
When I first met Mr Thompson and his wife, their main concern was that he had 
treatment as soon as possible.  The doctor on that occasion had tried to reassure 
WKHP WKDW WKH\GLGQ¶W QHHG WR UXVK LQWRPDNLQJDGHFLVLRQDERXW WUHDWPHQWEXW WKLV
had not seemed to ease their minds.  For this couple in particular it was important for 
WKHP WR NQRZ WKDW µVRPHWKLQJ ZDV EHLQJ GRQH¶  This is something I have raised 
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before and is something that continued to be significant for this couple after he had 
stopped receiving chemotherapy.   
 
$V ,REVHUYHG0U7KRPSVRQ¶V FRQVXOWDWLRQ IRUDVHFRQG WLPHDQXPEHURI LVVXHV
were discussed, including the results of his latest CT scan, which showed that he 
had stable disease (the cancer had not changed in size) and his physical symptoms 
and subsequent management.  The consultation appeared to be drawing to a close 
when Mr Thompson started to tell Dr Evans (SpR) that they had been on holiday the 
previous week and that they had managed to have a lovely time.  During this part of 
the conversation Mrs Thompson suddenly raised an important question, as 
illustrated in the following extract: 
 
Dr Evans:  was it hot? 
Mrs Thompson:  It was really nice, yes it was lovely 
Mr Thompson:  yes really nice 
Mrs Thompson:  It was really nice. Is there anything happening about, you 
know he stopped his chemo half way through.  Is anything 
happening with that now? Does he start again? Or is that 
completely finished or.. 
Dr Evans: That is completely finished with. Having said that you might 
need the same chemotherapy again because it worked well 
first time, whenever the occasion arises 
Mrs Thompson: ummmmmm 
Mr Thompson: Yeah 
Mrs Thompson: :KHQZHQHHGPRUHFKHPREXWZKLOVWKH¶VZHOOZH OHDYH
him alone? 
Mr Thompson: Oh I see 
 
The question posed by Mrs Thompson, came as the consultation was drawing to a 
close and clearly demonstrates how the conversation between doctor and patient 
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and their relative can change quite abruptly and dramatically.  During my 
conversation with Mr and Mrs Thompson directly after the consultation it was clear 
WKDW0UV7KRPSVRQUHDOO\GLGQ¶WµVHH¶at all.  When asked how they were feeling after 
the consultation had taken place, Mrs Thompson replied: 
 
µ:HOO LW LVDOOQHZWRXV LVQ¶W LW\RXNQRZZKDW ,PHDQ" :HKDYHQRWEHHQ
WKURXJKLWZLWKDQ\IDPLO\PHPEHUVRUDQ\WKLQJOLNHWKDWDQG\RXGRQ¶WNQRZ
what is quite going to happen so you have to accept what they say and be 
FRQILGHQW \RX NQRZ ZKDW WKH\ DUH GRLQJ KDYHQ¶W \RX UHDOO\",W VHHPV QR
you are fine so we just leave it but I am not sure about that.  But that is what 
they do, what can you do but I suppose they have got the experience of 
hundreds of pHRSOHWKH\KDYHWUHDWHG¶(Mrs Thompson) 
 
,Q GLVFXVVLQJ D SDWLHQW¶V OR\DOW\ WRZDUGV WKHLU GRFWRU 7KH  GHVFULEHV KRZ
some patients (and in this case relatives), try to trust their doctors are making the 
right decisions on their behalf, even if they doQ¶WUHDOO\XQGHUVWDQGWKHLUPRWLYDWLRQV
Patients in my study seemed to co-operate with the doctors because they felt that 
WKH\GLGQ¶WUHDOO\KDYHDQDOWHUQDWLYHFKRLFH 
 
On this occasion Dr Evans (SpR) tried to explain to Mr and Mrs Thompson that there 
was no indication to treat him while he was well and that further chemotherapy would 
be prescribed if his condition started to deteriorate.  Managing chemotherapy in this 
way made little sense to some patients and their families.  Some believed, either 
because they chose to believe or they were led to believe that there was always 
DQRWKHURSWLRQWKDWLIRQHWUHDWPHQWGLGQ¶WZRUNRUWKHFRXUVHKDGEHHQFRPSOHWHG
WKH\FRXOGWU\DQRWKHURQHDQGVRRQ:KLOHVRPHSDWLHQWVGLGQ¶WDQWLFLSDWHDFXUH
chemotherapy provided a significant hope that life would be prolonged and the 
inevitability of death would be postponed, which for most of the patients was 
considered in terms of years rather than months.   
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Dr Evans (SpR) described how she was motivated to ensure that Mr Thompson had 
a good quality of life and wanted him to be as well as he could for as long as he 
could without experiencing the side effects of chemotherapy.  Dr Evans (SpR) also 
explained that they were constricted by the amount of chemotherapy they could 
prescribe for him because the options were very limited and they did not want to act 
prematurely.  This was an issue raised with Mr and Mrs Thompson by Dr Davis (C) 
when I observed their consultation for the first time.  At that time, they expressed 
their desire to commence chemotherapy as soon as possible, but as I have 
explained previously, Dr Davis (C) tried to encourage them to take a day or so to 
think through their options.  At that time, they were presented with the option of 
receiving a standard chemotherapy regime or a treatment within a clinical trial.  Dr 
Davis (C) hoped that Mr Thompson would be eligible for the clinical trial, because 
this meant she could proceed to treat him with the standard regime of chemotherapy 
after, if necessary.  Mr Thompson and his wife were aware of this, and opted to be 
µVFUHHQHG¶WRVHHLIKHZDVHOLJLEOHWRSDUWLFLSDWHLQWKHFOLQLFDOWULDOEXWXQIRUWXQDWHO\
he was not, and proceeded to have standard chemotherapy.  On this occasion, Dr 
Evans (SpR) explained to me during our conversation that she realised managing a 
SDWLHQW¶VFDUHLQWKLVZD\WRRNDZD\VRPHRIWKHSDWLHQWVµFRQWURO¶for managing their 
future and instead of being able to go ahead and make any plans they tended to sit 
around waiting because she IHOWSDWLHQWVµGRQ¶WNQRZZKDWLVZKDW in regards to their 
IXWXUH¶ 
 
While Dr Evans (SpR) thought that Mr Thompson seemed to have a more 
µSKLORVRSKLFDODSSURDFK¶DQGWHQGHGWREHDµFDOPLQJLQIOXHQFHIRUKLVZLIH¶she also 
felt that she would never be able to give Mrs Thompson the information that she 
really wanted to hear.  Clayton and Butow et al (2005b) explain that it is important for 
health care professionals to let patient know what can be done for them in the future, 
to try and offer them some form of reassurance.  In this case however, Dr Evans 
(SpR) explained to me that she found it difficult to reassure Mrs Thompson because 
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she could not ultimately give her the information she needed to hear.  As she 
explained: 
 
µWKHUH LV D JHQHUDO FRQFHSW WKDt more is better.  It is trying to get that 
FRQFHSWWKURXJKWKDWPRUHLVQ¶WEHWWHUWKDWZLWKSDOOLDWLYHFhemotherapy you 
GRQ¶WDOZD\VEX\ WKHSDWLHQWDSURJQRVWLF OLIHH[SHFWDQF\¶ (Dr Evans, SpR; 
2nd phase of study) 
 
Ultimately, Dr Evans believed that Mr 7KRPSVRQ¶VZLIHQHHGHG 
 
µreassurance that things so far are okay and I think ultimately she wants 
reassurance that things in the future are going to be okay and I think she 
FDQ¶WDFFHSWWKDWQRERG\FDQWHOOKHUWKDWUHDOO\¶(Dr Evans, SpR; 2nd phase 
of study) 
 
This was not too far from the truth.  The following narrative between Mr and Mrs 
Thompson expresses what they were thinking about the possibility of further 
chemotherapy and his future: 
 
Mr Thompson: It is there if you get ill again so they can start again and 
perhaps reduce it again and give you a few more months or 
whatever.  Years. 
Mrs Thompson: We hope it does but they keep talking in months and you 
think oh my god......they said months, how did she put it? 
Mr Thompson: ,GRQ¶WUHPHPEHU 
Mrs Thompson: They say so much do you know what I mean? 
Mr Thompson: ,GRQ¶WWKLQNWKH\WKLQNWKHUHLVORQJWRJR 
Mrs Thompson: <HVZHGRQ¶WNQRZLIWKH\DUHEUHDNLQJXVLQJHQWO\EXWZH
GRQ¶WUHDOO\NQRZDWWKLVVWDJHZHOO,GRQ¶WZDQWWRNQRZKRZ
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long I want to pretend that it is years but perhaps...(she 
starts to cry) 
Mr Thompson: We would just like them to tell us that it is dormant and it is 
not going to be a problem anymore and obviously that is not 
going to happen 
 
0UV7KRPSVRQVDZFKHPRWKHUDS\DV WKHLU µOLIHOLQH¶and this had she thought been 
taken away from them and she found this hard to come to terms with.  She also 
WKRXJKW WKDW LI KH GLGQ¶W UHFHLYH FKHPRWKHUDS\ HDUOLHU WKHQ WKH\ ZRXOG EH µplaying 
catch uS¶Although she appeared calm, it was evident that she was struggling to get 
KHU KHDG DURXQG WKH µZDLW DQG VHH SROLF\¶  In contrast to this perspective, Mr 
7KRPSVRQDSSHDUHGWREHPRUHDFFHSWLQJRIWKHGRFWRU¶VGHFLVLRQDVKHVDLGKHIHOW
that they: 
 
µknow from experience the right way to go about it....it is going to, it will 
advance again and start affecting me and then they will give me the chemo 
DJDLQ>VLF@¶(Mr Thompson) 
 
At this stage however, Mr Thompson was feeling well, apart from some shoulder 
pain, which the doctors were investigating and trying to relieve with medications.  I 
noticed that when the patients seemed to be relatively well with minimal symptoms 
their relatives in particular seemed keen for them to have more chemotherapy 
because they then felt that something active was being done, while they were fit 
enough to receive something.  One of the things, which seemed to disturb people 
WKHPRVWZDVµSDVVLYLW\¶:KHQQRWKLQJZDVEHLQJGRQHLWZDVKDUGWRDFFHSW)RU
example, Mr Lewis, compared what it felt like for him when he was receiving 
treatment and how he felt when it stopped: 
 
µand then every day I was having radiotherapy for 3 weeks and it was so 
intense and the concern was so intense on my well being from all quarters, 
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that it all seemed to just fall off and nobody seemed to give a damn 
DQ\PRUH¶ 
(Mr Lewis) 
 
A desire to maintain the same level of intense attention received whilst on treatment 
was also identified in another study (Cox 2000), whereby patients were asked to 
describe their experience of participating in early cancer drug trials.  This feeling of 
abandonment may have explained why Mr Lewis was concerned about dying alone 
ZLWKRXW DQ\ VXSSRUW  0U 5RELQVRQ¶V GDXJKWHU ZDV SDUWLFXODUO\ FRQFHUQHG WKDW KHU
father would not be monitored on a regular basis but did not raise this concern with 
WKHGRFWRUZKHQ,PHWWKHPIRUWKHVHFRQGWLPH6KHZDVZRUULHGWKDWKHUIDWKHU¶V
FDQFHU ZRXOG VWDUW WR µJURZ ZLWK D YHQJHDQFH¶ while her father was not receiving 
chemotherapy and questioned how they would know if this was happening or not.  
Patients and their relatives were very much reliant on their doctors doing their best 
for them and being monitored closely through hospital visits was important to them.  
Whereas, Copp (1999) found that patients being treated in hospice, tried to control 
what was happening to them in regards to the way they chose to manage 
treatments, patients and relatives in this study, found it difficult to exert this control 
and while they hoped that they were being cared for appropriately, were not entirely 
sure that this was the case, because they could not entirely understand the rationale 
for treatment related decisions.   
 
The need to receive active cancer treatment did however seem to change if the 
patient started to experience debilitating symptoms.  It then seemed more important 
for them to receive supportive treatments to ease their symptoms and improve their 
quality of life.  This was particularly so for Mr Baker, who had completed his 
chemotherapy regime.  His main concern, was his shoulder pain and he was 
relieved that the doctor focused her attention on this, despite the fact that she 
needed to tease information out of him about his pain, as he sat being quite stoical 
about it.  This is what he said: 
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µshe spent a lot on the pain which was good you know.  Because when I first 
came in I thought it was all going to be about stomachy [sic] stuff but that 
ZDVSXWWRRQHVLGH¶(Mr Baker) 
 
Mr Baker was not sure at this stage whether or not he would have any more 
FKHPRWKHUDS\DQGVDLGWKDWKHWKRXJKWWKLVZRXOGFRPHXSIRUµGLVFXVVLRQ¶after they 
had got his pain under control.  Both Mr Baker and his wife described (during our 
VHFRQGPHHWLQJKLVSDLQDVµDQDVW\OLWWOHIULHQGZKR\RXGRQ¶WOLNHDQGKDYHWRWDNe 
HYHU\ZKHUHZLWK\RX¶and they wanted him gone.  While some patients seemed to 
accept that symptoms were possibly related to their cancer, others sought alternative 
explanations.  Mr Thompson thought his pain was related to arthritis and the doctor 
went along with this pretence although they suspected that the pain was more likely 
related to metastatic spread from his primary cancer.  Mr Baker on the other hand, 
VLPSO\ GLGQ¶W ZDQW WR NQRZ ZKDW ZDV FDXVLQJ KLV SDLQ  7KLV EHKDYLRXU ZDV LQ
contrast to the behaviour of some patients for whom their primary objective was to 
confirm through a number of tactics, their suspicions that there was something 
seriously wrong with them (Glaser and Strauss 1965).   
 
,Q0U%DNHU¶VFDVH'U'DYLV&GLGQ¶WWKLQNLWZDVOLkely that he would go on to have 
more chemotherapy and explained during our discussion (following my second 
meeting with him) that she had tried to introduce the concept of the palliative care 
team to prepare him for what was to come.  Having observed Dr Davis (C) conduct 
several consultations I noticed that she had changed the way she referred to the 
SDOOLDWLYH FDUH GRFWRUV  'U 'DYLV & H[SODLQHG WR 0U %DNHU WKDW µwe have got a 
FRQVXOWDQW ZKR VSHFLDOLVHV LQ VRUWLQJ RXW V\PSWRPV¶ rather than using the usual 
SKUDVHRIµ,ZDQWWRUHIHU\RXWRD3DOOLDWLYH&DUH&RQVXOWDQW¶When asked why she 
KDG FKDQJHG KHU DSSURDFK 'U 'DYLV & H[SODLQHG WKDW VKH µhad heard someone 
HOVH GR LW DQG WKRXJKW LW ZRUNHG ZHOO¶  According to Turner (2006) this kind of 
assessment an re-HYDOXDWLRQ RI RQH¶V SUDFWLFH RFFXUV FRQWLQXRXVO\ LQ SUDFWLFH LI
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SURIHVVLRQDOVDUHHQJDJLQJLQUHDFWLYHDQGLQWXLWLYHOHDUQLQJDQGVXSSRUWVWKH6S5¶V
need to observe and learn from their colleagues through experiential learning.   
 
Learning in this way implies that one does not necessarily give prior consideration to 
what they say or do; until they observe someone else do something they 
automatically perceive to be better.  Yet, in contrast, some believe that intuitive 
learning is a form of reflection (Moon 2007).  After giving this some consideration, Dr 
Davis (C) described being conscious that some patients are often alarmed to hear 
the palliative care team mentioned and she believed that this was a much more 
sensitive way of introducing the referral with the patient.  Dewey described this as 
SURFHVVRIUHIOHFWLYHWKRXJKWZKHUHE\WKHGRFWRULQWKLVFDVHµconsiders the grounds 
RU UHDVRQV IRU WKHLU EHOLHIDQG LWV ORJLFDOFRQVHTXHQFHV¶ (Dewey 1933).  As I have 
shown earlier, communicating information in this way to Mr Baker was appropriate.  
A more direct approach would have confronted the way he chose to manage and 
control the situation he found himself in.  This was not something however that Dr 
Davis (C) was aware of as she described not having met Mr Baker enough to form a 
knowledgeable understanding of him and the way he liked to receive information.  
Yet, having listed to Mr Baker describe his experience, she managed to 
communicate with him on a level that was appropriate to him.   
 
In addition to this, and in contrast to the study conducted by Friedrichsen and Strang  
HWDOGRFWRUV LQWKLVVWXG\WHQGHGQRWWRXVH µDEDQGRQLQJ¶ZRUGVWRSDWLHQWV
and were generally more subtle in their choice of terminology.  Rarely did they tell 
patients that nothing more could be done for them, as they were keen to ensure that 
some degree of hope was maintained, whether this was related to the possibility of 
having more chemotherapy in the future or whether it was related to offering 
symptomatic relief.  This meant that on occasion doctors were not completely honest 
with patients. Balancing hope and honesty was portrayed as a challenging task for 
some doctors, as they found it difficult to know what to do for the best.  This is 
reflected through the views of Dr Hughes and Dr Wilson: 
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µ6RPHSHRSOHZLOOVD\\HDK,IHHOJUHDW and my cancer has shrunk and I am 
going to beat this and you kind of think well okay, so there is something for 
that, but I have not seen someone do that yet and I would love to see 
someone have a spontaneous remission but I have not seen it yet and I find 
that sometimes more difficult to deal with, do you pop their balloon? Or you 
MXVWKDYH WREHFDXWLRXV , JXHVV¶ (Dr Hughes, SpR ± source: 1st phase of 
study) 
 
µ$ORWRIZKDWZHGRLVSDOOLDtive care but we do it in a setting where people 
KRSH RU H[SHFW WKDW WKH\ ZLOO LPSURYH DQG , WKLQN PDQDJLQJ SHRSOH¶V
expectations is very difficult and very time consuming and very draining on 
\RXSV\FKRORJLFDOUHVHUYHV¶(Dr Wilson, C ± source: 1st phase of study) 
 
Managing hope and unrealistic expectations appears to be a difficult challenge for 
doctors regardless of whether or not they are an SpR or Consultant.  This challenge 
has been described by Innes and Payne (2009) who question whether or not an 
achievable outcome is possible if patients desire hope and realism.  In addition to 
this, doctors are also put in a difficult position if the patient wants their doctor to be 
honest with them, but this honesty is only really desired if the information to be 
imparted is good news (Innes and Payne 2009).  As such doctors need to try and 
XQGHUVWDQG ZKDW HDFK SDWLHQW PHDQV E\ µKRQHVW\¶ WKURXJKRXW WKHLU LOOQHVV DV WKHLU
desire for information may change as their condition deteriorates.  Communicating 
bad news is clearly difficult and Fallowfield and Jenkins et al (2002a) believe that 
there is a need to try and ease these difficulties by improving the training 
RSSRUWXQLWLHV IRU GRFWRUV DQG SURYLGH µDGHTXDWH VXSSRUW V\VWHPV¶ WR KHOS GRFWRUV
cope with stressful situations.  Consideration will be given to the support needs of 
doctors in the following section, where patients and doctors in their own unique ways 
concealed difficult experiences form each other and from their colleagues.   
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5.3.2  Concealing a Difficult Experience 
Patients generally spoke positively about the way their doctor had interacted with 
them during consultations.  They mostly seemed to appreciate the doctor welcoming 
them into the consulting room, listening to them and demonstrating an interest in 
them.  As Mr Rogers and his wife explained when asked what was important to them 
when they met their doctors: 
 
Mrs Rogers: To feel that your important, that you mean something, you 
NQRZDQGWKH\¶UHJRLQJWRGRWKHEHVWIRU\RX 
Mr Rogers: yes...while \RX¶UH VLWWLQJ WKHUH \RX¶UH WKH RQO\ RQH WKDW LV
(interrupted)  
Mrs Rogers: and they are concentrating on you and not thinking about 
ZKDWWKH\¶UHJRLQJWRKDYHIRUWKHLUWHD 
 
Descriptions such as these reflected the views of Wenrick et al (2001) and Hagerty 
and Butow et al (2005) who believe that patients want to be listened to and be given 
the opportunity to ask questions.  Being treated with dignity and compassion from 
those caring for them was also highlighted in another study (Clayton and Butow et al. 
2005a) to ascertain the views of patients with a terminal illness about what was 
important to them when they were given prognostic information.  While it was 
important for some patients in my study to receive continuity of care from their 
GRFWRUVEHFDXVHWKH\µNQRZ\RXUFDVHIURPWKHYHU\EHJLQQLQJ¶it was less important 
for others, if they felt the doctors were sensitive to their needs.  Alternative actions to 
these caused concern for some patients but they were loath to make their feelings 
known to the doctors.  To highlight this issue I refer to two further case studies. 
 
Case Study 12 ± 'RQ¶W0HVVRQ\RXU'RRUVWHS 
As I walked through the Oncology outpatient department one day, I bumped into Mr 
Robinson and his daughter as they walked out of a consulting room, having seen 
one of the doctors.  They looked very unhappy and promptly told me that they had 
not had a very good consultation.  I was unable to explore this further with them at 
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this time as I was about to go into another consultation with a different patient.  I 
explained this to them, and they appeared to understand, and we arranged to meet 
up again on their next visit in a few weeks time (which would be the third time I met 
them).   
 
On their next visit, they were already sitting in the waiting room as I walked through 
the Oncology department to prepare for our meeting.  I stopped to say hello and to 
check that they were still happy for me to see them, which they were.  Within 
seconds of me sitting down next to them, they asked me which doctors were in clinic 
WKDW GD\ EHFDXVH WKHUH ZDV RQH GRFWRU WKH\ SDUWLFXODUO\ GLGQ¶W ZDQW WR VHH  7KH\
H[SODLQHGWKDWWKH\KDGQ¶WKDGDµJRRGWLPHRILW¶when I last bumped into them, so I 
said I would find out for them, despite Mr Robinson telling me not to bother.  When I 
told them that Dr Taylor (C) was running the clinic on his own on this day, Mr 
5RELQVRQ H[SUHVVHG KLV UHOLHI DQG VDLG µoh good, I like him, you know where you 
VWDQGZLWKKLP¶  The opportunity to ask them what had happened in their previous 
consultation was cut short at this point, because Mr Robinson was called to see Dr 
Taylor (C). 
 
Prior to this consultation Mr Robinson, an elderly gentleman in his eighties, had 
commenced a regime of chemotherapy.  He had a number of side effects after his 
first dose of treatment and was admitted onto the Oncology ward.  Following this, his 
dose of chemotherapy was reduced and he managed to complete the full course of 
his treatment.  When I had the opportunity to ask them about their previous 
consultation with Dr Harris (SpR) Mr Robinson said: 
 
Mr Robinson:  <HDKZHKDYHKDGKLPWZLFHKDYHQ¶WZH" 
Mr Robinson daughter:  <HDKKHMXVWGRHVQ¶WOLVWHQ<RXVD\VRPHWKLQJDQGKHMXVW 
FDUULHV RQ DQG LW ZDV WKH ZRUGV µZH DUH QRW JRLQJ WR JLYH
you anymore chemotherapy because you were really 
SRRUO\¶ 
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Neither Mr Robinson nor his daughter could understand why Dr Harris (SPR) had 
WKRXJKW WKDW KH KDGQ¶W WROHUDWHG KLV FKHPRWKHUDS\ DQG WKLV DQQR\HG WKHP
particularly as they felt the doctor had not listened to them.  Mr Robinson and his 
daughter were generally very quiet and were not the easiest people to interview but 
on this occasion they obviously had things they needed to discuss.  However, they 
were very clear that it was important for them to µVee the same doctor because they 
know your case right from the beginning.¶A similar situation to this was reported by 
)ULHGULFKVHQDQG6WUDQJHWDOZKRGHVFULEHGWKLVUHODWLRQVKLSDVµLPSHUVRQDO¶
EHFDXVH RI WKH FRQWDFW EHWZHHQ µXQDFTXDLQWHG LQGLYLGXDOV¶  7KH DGYDQWDJH RI
continuity is such that information and planning is consistent and reduces the risk of 
variation, which can be distressing for the patient and their relatives.  Yet we have 
seen in the case of Mr Rogers and his wife that not having met a doctor before did 
not necessarily prevent them from liking a doctor or for asking them to disclose very 
sensitive information.  In other cases, patients spoke of not minding which doctors 
they saw during their consultation as long as they were sensitive and caring and that 
a consistent message was portrayed.  While there are variations in opinion in 
regards to whether or not continuity is important to patients, it was evident through 
these cases, that receiving consistent information from doctors was very meaningful 
to patients, as this also meant that doctors were taking an interest in them and taking 
the time to learn about them prior to their consultation.   
 
When asked what had happened to them and why they felt the doctor had not 
listened to them, Mr Robinson and his daughter proceeded to explain: 
 
Mr Robinson:  not a lot 
Mr Robinson daughter: «GDG ZDV MXVW GRLQJ KLV JHQHUDO WDONLQJ DQG KH GLGQ¶W
answer and just carried on and the bit that got me was that 
(name of consultant) had said when we saw him at the end 
of the chemo you know we will leave it for now and we will 
see you every so often and in about 12-18 months it will 
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probably come back and then we will probably go on from 
there and see what we can do.  But then when we came to 
the last consultation he said we are not going to give you 
any more chemo again because you did not tolerate it, it 
GLGQ¶WDJUHHZLWK\RX:HWULHGWRVD\LWZDVRQO\GXULQJWKH
ILUVWRQHZLWKWKHKDQGVDQGIHHWEXWKHGLGQ¶WUHDOO\UHSO\GLG
he at all.  I got the impression he had written him off and 
that was it.   
Lynn:   You said that you had met him twice? 
Mr Robinson daughter: When we first met him he just kept going on about bowel 
cancer and I had to mention that he actually had it in his 
liver and lung and again KH GLGQ¶W UHDFW DQG WKHQ KH VHQW
him for a blood test and on the form it had bowel cancer and 
nothing else.  And so I sort of thought is it all recorded 
properly in his notes? 
Mr Robinson:  \RXJRWWKHLPSUHVVLRQKHKDGQ¶WUHDGWKHQRWHV 
Mr Robinson daughter: Yeah well he was kind of surprised when I said it is the other 
two as well. He just sort of looked bewildered and carried 
on. 
 
$V0U5RELQVRQ¶VGDXJKWHUVSRNHWRPHVKHORRNHGDVWKRXJKVKHZDVYHU\FORVH
to crying, as did Mr Robinson, when I glanced at him.  I was aware from my previous 
encounters with these two, that they were generally very stoical about things, and 
tried to laugh things off between them.  This behaviour was therefore in stark 
contrast to how I had seen them interact on previous occasions.  I felt that this 
incident was highly significant for them but because of my prior interactions with 
them, felt uncomfortable probing them about how they were feeling because this 
seemed a little inappropriate.  Instead, I asked them to compare their previous 
consultation with others and they said they felt that the other doctors they had met 
ZHUHµHDV\WRWDONWR¶DQGWKH\µOLVWHQHG¶DQGµVWXFNWRWKHIDFWV¶qualities which they 
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considered to be very important to them.  When asked what they might have done if 
Dr Harris (SpR) had been in clinic on this occasion they said:  
 
Mr Robinson:  Well we would have just had to have gone 
Mr Robinson daughter: Well we would have gone with the flow but we would rather 
have someone else. 
Lynn:   apart from vocalising this to me have you told anyone else 
in the team how you feel? 
Mr Robinson:  1R«WKHUH LV DQ ROG VD\LQJ µGRQ¶W PHVV RQ \RXU RZQ
GRRUVWHS¶ 
Mr Robinson daughter: Well it is not an horrific thing to complain [sic] it is just a 
different way of dealing with things with different people. It 
ZDV MXVW WKH IDFW WKDWKHGLGQ¶W H[SUHVV LW YHU\ZHOO DQGKH
had just written him off and that was it, the end. 
Mr Robinson:  It was an impression 
Mr Robinson daughter: Yes it was an impression and you know, if he had said we 
are not offering it to you today but that was not the way he 
put it over to us.  But that could be that is what he was 
saying because (name of consultant) has said today we are 
leaving it for now but maybe that is what he was saying but 
in a different way. 
 
For some patients, receiving conflicting information was detrimental to the way they 
perceived and trusted their doctors.  Trust did not arise automatically ± it was 
earned, particularly if the patient felt the doctor was interested in them and 
understood them.  When messages were conveyed which raised suspicions the 
patients tended to be drawn towards the doctor they felt more comfortable and at 
ease with, regardless of whether or not they had any doubt about the truthfulness of 
the informatioQ WKH\ KDG EHHQ JLYHQ SUHYLRXVO\  ,Q WKLV FDVH 0U 5RELQVRQ¶V
daughter, in particular lost confidence in Dr Harris (SpR) and started to question 
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whether or not Dr Taylor (C) had been portraying a similar message to that of Dr 
Harris (SpR), but in a more sensitive manner.  The following case portrays the 
distress one patient and his wife experienced following an insensitive encounter with 
Dr Harris (SpR). 
 
Case Study 13 ± Take what Life Throws at You 
The start of this case study is not too dissimilar to that of Mr Robinson and his 
daughter.  As I arrived in the outpatient department to meet Mr and Mrs Rogers for 
our third and final meeting, the clinic co-ordinator approached me and said that there 
had been a few problems in clinic prior to my arrival.  She informed me that upon 
arrival into the department, Mr Rogers and his wife had informed her that they had 
been upset following their previous consultation with Dr Harris (SpR) because they 
felt he had been insensitive, harsh and blunt in the way he conveyed information to 
them.  They wanted to know which doctors were working in the clinic on this 
occasion as they did not want to be seen by Dr Harris (SpR) again.  Unfortunately, 
he was the only doctor working in the clinic as his colleague had been called away.  
Mr and Mrs Rogers were upset by this news and as such refused to be seen by him.  
The clinic co-ordinator was sensitive to their need and said she would try and 
arrange for another doctor to come and see them, as Mr Rogers was not feeling 
particularly well and needed to be seen by a doctor.  Dr Mason (SpR) agreed to 
come down to the department to see them.  Following the consultation, during our 
discussion, Mrs Rogers explained what had happened previously: 
 
µLWZDVMXVWKLVDWWLWXGHKHMXVWVDLGWKDWWKHWDEOHWVKDGQ¶WZRUNHGDQGWKH\
FRXOGSXWKLPRQ>VLF@WKHFKHPRKDGQ¶WZRUNHGDQGLWZDVVWLOOVSUHDGLQJ,W
KDGQ¶WZRUNHG7KH\FRXOGSXWKLPRQWDEOHWVEXWRIFRXUVHLILWGRHVQ¶WZRUN
the first time LW¶VREYLRXVO\QRWJRLQJWRZRUNDVHFRQGWLPH6R,VDLGZHDUH
going back to see Mr (surgeon) to see about operating on his liver, he said 
WKHUH¶VQRJRRGJRLQJEDFNWRKLPKHFDQ¶WGRDQ\WKLQJIRU\RX6RKHVDLG
you have to take what life throws at \RX,¶PDIUDLG$QGKHVSRNHOLNHWKDW
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DQGLWKXUWDQGKH¶GJRWQRULJKWWRWHOOXVWKDW0UQDPHRIVXUJHRQFRXOGQ¶W
GRDQ\WKLQJIRUKLP+HZDVWHOOLQJWKHWUXWK,GRQ¶WGRXEWWKDWEXWLWZDVWKH
ZD\KHGLGLW,WUHDOO\XSVHWXV¶(Mrs Rogers) 
 
Although I digress from the main point here, it is useful to put Mrs Rogers, feelings 
about further surgery in context, to chronicle the events which led to this 
consultation.  When I interviewed Mr Rogers, following the second consultation I 
observed with them, Mr and Mrs Rogers both spoke of their optimism that the 
surgeon would still be able to remove his cancer.  From the outset, the intention had 
been to give Mr Rogers some chemotherapy to shrink the size of his cancer and 
then he could proceed to have surgery to try and remove it.  Unfortunately the 
chemotherapy had not worked and his cancer had continued to grow.  This now 
meant that surgery was no longer an option, but Mr and Mrs Rogers had not realised 
this because this had not been explicitly explained to them.  Although they had been 
told that his cancer had continued to grow, Mr Rogers left the consultation laughing 
and joking with the nursing staff and I for one was concerned about whether or not 
they had actually understood and / or appreciated what they had just been told.  I 
later learnt that he only really digested this information a day or two later when he 
had space to think.   
 
As I listened to Mr and Mrs Rogers talk about their experience of this consultation 
(2nd consultation), it was clear that although they understood that he was going to 
receive some more chemotherapy they were still pinning their hope on the surgeon 
being able to remove the cancer with surgery.  They did not appear to realise that his 
cancer was no longer curative and that his prognostic outlook had changed for the 
worse.  I felt uncomfortable and somewhat distressed listening to them talk of this, 
when I knew that surgery was no longer an option ± I felt as though my silence was 
somehow disrespectful to them but I did not feel that it was my place to disclose 
such sensitive information to them.  During the consultation, Dr Skelton (SpR) had 
told them that the chemotherapy had not worked and was therefore honest with 
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them but without being frank fully honest about his disease progression and what 
this meant in terms of his future care.  Knowing this, prompted me to ask Dr Skelton 
(SpR) what she felt they had understood following the disclosure of the information 
she gave them.  She felt that Mr and Mrs Rogers knew that surgery was no longer 
DQ RSWLRQ DQG GLGQ¶W QHHG WR WDON WR WKHP DERXW WKLV IXUWKHU DQG IHOW WKDW WKH\
understood that things had changed in his condition for the worse.  She felt that on 
this occasion it had been important to leave them with the message that µLWGRHVQ¶W
ORRNJRRGQRZEXWZHKDYHVWLOOJRWRSWLRQVWRWU\¶  It became clear to me that an 
opportunity to help Mr and Mrs Rogers understand his prognosis was missed 
because at this time, Mr and Mrs Rogers and Dr Skelton (SpR) had not fully 
understood each other on this occasion and a number of conflicting assumptions 
had been made.   
 
This misunderstanding was unfortunately exposed a month or so later as Mr and Mrs 
Rogers were confronted with the truthful if not blunt disclosure from Dr Harris (SpR) 
that surgery was no longer an option.  As they explained: 
 
Mr Rogers: ,Q D ZD\ ZH ZHUHQ¶W H[SHFWLQJ LW WKDW ZDV WKH SUREOHP LW
seemed to hit you 
Mrs Rogers: :H QHYHU H[SHFWHG DQ\WKLQJ  ,W¶V MXVW WKDW HYHU\WKLQJ¶V
come as a complete shock 
Mr Rogers: When \RX ORRN EDFN /\QQ WR 'HFHPEHU ZKDW¶V KDSSHQHG
VLQFH'HFHPEHU\RXNQRZLW¶VLQWHUUXSWHG 
Mrs Rogers: There was nothing there 
  
Although Mrs Rogers appreciated that Dr Harris (SpR) was telling them the truth, 
she was clearly upset with the way he interacted with them.  As I spoke to Mr and 
Mrs Rogers during our third and final discussion, it was evident to me that Mr Rogers 
ZDVWU\LQJWRPRYHRQIURPWKLVVLWXDWLRQDVKHDGYLVHGKLVZLIHWRµIRUJHWLW¶and said 
WKDW KH IHOW WKH GRFWRU ZDV µclearly just hDYLQJ DQ RII GD\¶  Mrs Rogers did not 
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however, believe this as she had discussed the incident with one of her friends, who 
recollected a similar experience whereby Dr Harris (SpR) had used the same phrase 
µWDNHZKDWOLIHWKURZVDW\RX¶and this had upset them too.  As Mrs Rogers described 
what had happened to me, she was still clearly very upset by this incident as tears 
welled up in her eyes.  Mr Rogers sat and held her hand, with a look of sadness on 
his face.   
 
Although Mr and Mrs Rogers were upset by the news that he could no longer receive 
VXUJHU\ 0U 5RJHUV H[SODLQHG WKDW LW ZDV PRUH DERXW µWKH ZD\ KH SXW LW RYHU¶ that 
upset us the most.  Mrs Rogers tried to rationalise her reaction to this consultation by 
saying that she knew she ZDVPRUHµVHQVLWLYH¶ than normal but she felt his µDWWLWXGH
ZDVZURQJ¶ When asked if they had told anyone how they felt they said no.  Mr 
Rogers described how he wanted to try and µOHW OLIH UXQ DORQJ QLFH DQG VPRRWKO\¶
which may have been because he had just learnt that he was dying, but Mrs Rogers 
explained: 
 
µ:HGRQ¶WZDQWWRFRPSODLQDERXWKLPEXWKH¶VJRWWROHDUQWREHDELWPRUH
sensitive than he was.  I mean he was doing his job and he was telling the 
WUXWK ,PHDQ WKHUH¶V WUXWK DQG WUXWK LVQ¶W WKHUH" +H GLGQ¶W HYHQDVN LI \RX
ZDQWHG WR NQRZ  , PHDQ DV , VD\ LW ZDVQ¶W KLV SODFH WR VD\ ZKDW ZDV
happening with another doctor.  We was all living for that day when Mr 
QDPH RI VXUJHRQ ZRXOG RSHUDWH \RX VHH QRW WKLQNLQJ WKH\ FRXOGQ¶W DQG
WKDWZDVLW¶  
(Mrs Rogers) 
 
In this case and the case of Mr Robinson, both patients and their relatives described 
their concerns about the way this doctor had disclosed sensitive information to them, 
but both of them were loath to voice their concerns to the doctor directly.  While 
evidence suggests that a high proportion of complaints are made by patients 
towards their doctors for matters relating to poor communication (Citizens Advice 
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Bureau 2006), these patients were loath to make a direct complaint and instead, 
raised their concerns with the clinic co-ordinator or myself.  In effect, the doctor was 
unaware of their concerns, and evasive tactics were used; with the help of the clinic 
co-ordinator to ensure the patient did not see the same doctor again.  In each of 
thHVH FDVHV , ZDV XQDEOH WR DVFHUWDLQ WKH GRFWRU¶V YLHZ RI WKH FRQVXOWDWLRQV
because the consultations had taken place at a time when I was not present.  The 
incidents mentioned here, however were highly significant for these patients and had 
a direct influence on how they felt and how they managed visits to the Oncology 
department.   
 
Other types of unacceptable behaviour, described by patients throughout the course 
of this study, were related to the way patients and their relatives perceived a lack of 
sensitivity and compassion in the way their doctors interacted with them.  If incidents 
occurred within the Oncology department, it was common practice for patients and 
their relatives to make it known (to clinic co-ordinators) that they did not wish to be 
seen by a particular doctor, but the action taken to ensure that their wishes were 
fulfilled varied from a passive to more decisive course of action ± for example, Mr 
and Mrs Anderson walking out of the department when they thought they would be 
seen by Dr Hall (SpR). On other occasions, patients did not say anything at all.  Mr 
Lewis described how, when I met him for a second time, how he thought some 
health care professionals were probably very good at their job in a technical sense 
EXWZRXOGµnever develop WKHKXPDQVNLOOVWRGHDOZLWKSHRSOH¶He said this after he 
described his encounter with a doctor whereby he felt they were the kind of doctor 
who came across as  
 
µFKRS FKRS OHWV JHW \RX RXW DV VRRQ DV ZH FDQ QR FRQFHUQ QR VRUW RI
feeling, your just DQRWKHUSLHFHRIPDFKLQHU\LQWKHLUOLQHRIZRUN¶(Mr Lewis 
± source: 2nd consultation) 
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In addition to this, upon first meeting patients, a number of examples were provided 
whereby patients described their distress about the way they had been informed that 
they had cancer.  In one example, Mrs Martin recollected the following incident: 
 
µ<RXNQRZZKHQ ,ZDVRQ WKHUHFRYHU\ WUROOH\KH MXVWFDPHRXWVD\LQJ µRK
ORRNVDV LI\RXKDYHJRWERZHOFDQFHU¶DQGVWRUPHGRII\RXNQRZ$QGWKH
nurse sat there and opened her mouth. She said were you expecting that 
DQG,VDLGQR¶(Mrs Martin: Source- following 1st consultation) 
 
In this example, Mrs Martin described not wanting to listen to what he had to say, 
because he was so insensitive with her.  She felt that she was strong willed and 
would not let this worry her, until someone else confirmed whether or not this 
information was correct.  Similarly, Mr Baker and his wife likened one doctor to that 
RIµ'RF0DUWLQ¶DFKDUDFWHURQWKHWHOHYLVLRQ$OWKRXJKWKH\ODXJKHG about him and 
said that they had considered sending him a video of the programme to show him 
how not to communicate and interact with people, Mr Baker was clearly very 
annoyed with the way this doctor had communicated his diagnosis.  During his first 
consultation, Mr Baker described how insensitive this doctor had been with him to Dr 
Davis (C).  When asked what she thought about this, she explained that she thought 
LW ZDV DSSURSULDWH WR µDFNQRZOHGJH¶ what her patients were saying when they 
complained about another doctor but felt that she did not want to get drawn into 
these discussions because she needed to use her time effectively to ensure she 
achieved what she needed to achieve within the consultation.  On this occasion she 
explained: 
 
µI would really like to quiz the doctor who did it for their take on it because it 
may well be that that doctor is completely oblivious to the effect that him 
giving that news has really on the patient and how he is coping and 
somehow it would be really nice to have some feedback mechanism but it¶s 
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very difficult to do that without causing umbrage.¶(Dr Davis, C ± Source: 2nd 
phase of study) 
 
,Q WKLV VWDWHPHQW 'U 'DYLV & UDLVHV WKH LVVXH RI µIHHGEDFN¶  ,W ZDV HYLGHQW WKDW
VRPH RI WKH GRFWRUV SDUWLFXODUO\ WKH 6S5¶V YDOued feedback to help them learn.  
This is expressed in the following quote: 
 
µ<RX GRQ¶W JHW DQ\ IHHGEDFN DERXW ZKDW \RX GLG ZHOO RU ZKDW \RX FRXOG
improve on or what someone else who is medically trained thought or just for 
someone to say oh well that was difficult.  There is none of that and you 
know I think we would all like to know if we have done things well or badly or 
LIZHFRXOGLPSURYHRQWKLQJVLWZRXOGEHKHOSIXOIURPWLPHWRWLPH¶ 
(Dr Hughes, SpR ± Source: 1st phase of study) 
 
A similar sentiment was expressed through the views of another doctor who felt that 
there was a danger that you could become complacent about the way you interacted 
with people.  Doctors who tended to be complacent failed to question the way they 
interacted with others, their perception of self-awareness was often significantly 
different to the image they conveyed to their patients.  Yet, these doctors were not 
confronted by the views of others and were unaware of the effects they were having 
on their patients.  The comments made by Mrs Rogers about Dr Harris (SpR), about 
his lack of sensitivity was interesting because in a previous interview he had said 
WKDWKHIHOWKHZDVµOHVVVHQVLWLYH¶with patients in consultations because for him the 
FRQVXOWDWLRQKDGEHFRPHµroutine¶DQGLWZDVQRORQJHUWKHµXQLTXH¶experience it had 
once been.  While Dr Harris (SpR) recognised that he was less sensitive towards his 
patients, he was unaware of the consequences of his actions on patients.  He hoped 
WKDWKHµstill managed to do a good MRE¶   
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In order to prevent complacency, some doctors felt it was necessary to have 
µVRPHRQHVLWWLQJ LQDQGZDWFKLQJDQGRIIHULQJIHHGEDFN¶, a sentiment expressed by 
these doctors:   
 
µYou might be very intelligent and you might be very good at your job in the 
sense of diagnosing people but you might be awful at communicating.  And 
what you need is people to pick up where you are going wrong and 
FRPPXQLFDWLQJZLWK2QFRORJ\SDWLHQWVLVUHDOO\UHDOO\KDUG¶(Dr Wright, SpR 
± Source: 1st phase of study) 
 
µ..having a third party sitting in and giving you assessments about what went 
right to what went wrong and I think that would be helpful to have an 
LQGHSHQGHQWSHUVRQVLWWLQJLQDQGJLYLQJ\RXIHHGEDFN¶ (Dr Roberts, SpR ± 
Source: 2nd phase of study) 
 
In addition to receiving feedback, others valued the opportunity to observe their 
colleagues interact with patients.  Much as they may like to do this the opportunity 
was less forthcoming.  This was generally related to the busy demands and 
constraints imposed by their job.  Yet learning in this way has proved to be an 
important feature of learning at work, as has been found in a previous study (Eraut, 
Stedman et al. 2004a).  One doctor who was afforded this opportunity, felt that they 
benefited from the experience because they were able to compare their choice of 
words and phrases with those of their colleagues, and in doing so realised they had 
DWHQGHQF\WREHµblunt and insensitive¶ZKHQFRQYH\LQJEDGQHZVWRSDWLHQWV 
 
For those who did identify problems with their personal performance, they rarely 
communicated their concerns to their colleagues because this was not embedded in 
their medical culture.  While the importance of developing an open and supportive 
culture has been proposed by the Department of Health policy recommendations 
(Department of Health 1998; Department of Health 1999), there were still indications 
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that personal and cultural climates inhibited this culture from developing.  The 
OHDUQLQJ RI FRPPXQLFDWLRQ VNLOOV RIWHQ WRRN SODFH WKURXJK µWULDO DQG HUURU¶ DQG LQ
isolation.  As patients tended to conceal their difficult experiences from their doctors, 
there was a tendency for doctors to conceal their difficult experiences from each 
other.  As Dr Hughes (SpR) and Dr Wright (SpR) explained: 
 
µ«\RX JR DURXQG WKH HGJHV RI KRZ LPSRUWDQW LW LV ZKHQ GLVFXVVLQJ LW ZLWK
colleaguesQRWQHFHVVDULO\VKRZKRZLWDIIHFWHGPH«\HVWKHUHDUHFHUWDLQ
people I will talk more with about how things are but quite often it is my wife 
DWKRPH¶(Dr Hughes, SpR ± Source: 1st phase of study) 
 
µ, GRQ¶W WKLQN WKHUH LV RSHQQHVV DW DOO , WKLQN LI \Ru start saying I have 
struggled with this and I struggled with that you start looking as if you are not 
GRLQJ\RXUMREYHU\ZHOO««««««,WLVYHU\GLIILFXOWVRUWRIWKLVKLHUDUFK\
thing [sic] where you are sort of almost wanting to impress your consultant 
and I think deep down that is what most doctors want to do or show that you 
are coping.  And to admit that I actually find that quite difficult is sort of 
HQJUDYHG LQWR \RX WKDW \RX GRQ¶W GR WKDW¶  (Dr Wright, SpR ± Source: 2nd 
phase of study) 
 
Comparing WKH SDWLHQWV¶ FKRLFH RI FRQFHDOPHQW ZLWK WKH GRFWRUV¶ FKRLFH RI
concealment highlighted several similarities.  They communicated their concerns to 
people they felt comfortable with and they decided not to confront people they 
believed to be superior to them for fear of being judged or for fear of compromising 
their position.   
 
5.4  Summary 
Throughout this chapter a number of complex issues have been identified that 
present problems for those sharing and receiving uncomfortable news.  Sharing 
uncomfortable news about prognosis, progressive disease and discontinuing active 
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cancer treatments was particularly problematic.  Although they all liked to believe 
that they communicated openly and truthfully to their patients, the degree to which 
they were open was generally vague and superficial.  When it came to talking about 
the finer details of what was happening to a patient and / or talking about how the 
future care of a patient may be managed, truthful and honest answers were not 
always disclosed and information was generally ambiguous.     
 
For example, it was common practice for doctors to tell patients in their new case 
consultation that they could not cure the patient and then they would swiftly move 
the discussion forward to talk about what they could do to help them.  In contrast to 
this however, some patients did not appear to want to know the finer details of their 
prognosis, and instead focused their attention on what could be done to prolong their 
life.  When prognostic information was disclosed, the emotional impact this had on 
the patient was rarely explored and as such doctors were often oblivious about the 
effect this information had on the patient and their state of awareness.  In future 
consultations, there was a general belief that it was the patieQW¶V UHVSRQVLELOLW\ WR
LQLWLDWH SURJQRVWLF GLVFXVVLRQV DQG DV D FRQVHTXHQFH D SDWLHQW¶V SUHIHUHQFH IRU
prognostic information was rarely sought.  Various reasons for this were identified.   
 
Many of the doctors participating in this study appeared to juggle with aspects of 
uncertainty; for example, not having sufficient knowledge to impart prognostic 
information and statistical facts; not knowing what to say and / or how informative 
they should be.  In some cases they were deliberately vague.  In addition, some 
seemed uneasy about disclosing information which may induce distress in the 
patient, and as such assumed a paternalistic role, again without really exploring the 
SDWLHQW¶VFXUUHQWVWDWHof awareness and understanding.  Despite this tendency to err 
on the side of caution, some doctors expressed concern if they thought that 
colleagues had misinformed patients on previous occasions.  Several examples 
ZHUHREVHUYHGRUSURYLGHGWKURXJKGRFWRU¶s accounts to describe how they had tried 
to right what they considered to be a wrong; based on their assessment of a 
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situation and their preference for a particular course of action.  On the occasions 
whereby they intervened both positive and negative outcomes were achieved.   
 
Misinforming a patient in an earlier consultation could potentially have a knock on 
effect to future conversations in subsequent consultations.  There was a tendency 
for patients to believe what they had been told when informed of their diagnosis, and 
if this information was contradicted in any way in the future, problems arose, 
particularly if they were given an optimistic outlook from the outset.  Trying to go 
back and rectify any misconceptions was difficult for all regardless of whether or not 
they were a Consultant or Specialist Registrar.  Deciding whether or not steps 
should be taken to rectify misconceptions was extremely difficult at times and 
doctors needed to make judgements swiftly; with the patient often sitting in front of 
them.  If patients were given unrealistic expectations during previous consultations, it 
came as a shock if their perspective of the truth was confronted and could induce 
conflict within the doctor and patient relationship.  In the case where the doctor had 
bluntly disclosed information to a patient which challenged and confronted their state 
RIDZDUHQHVVDSHUSHWXDOF\FOHRIµHUULQJRQWKHVLGHRIFDXWLRQ¶WKHQHQVXHGIRUWKLV
doctor.    
 
Euphemistic language was seen to have one purpose, that of protection (for either 
the doctor or the patient) but produced two outcomes.  Using euphemistic language, 
when patients were first diagnosed of their cancer had the potential to cause undue 
concern, uncertainty and distress, as some patients were aware of the possibility 
they might have cancer but were not totally sure and this concerned them.  To be 
relieved that one finally knows they have cancer so that they can then face the 
illness head on, demonstrates what a sensitive problem this is.  Not using the correct 
terminology from the outset does not actually protect the patient.  Yet, when used 
WRZDUGVWKHODWWHUVWDJHVRIDSDWLHQW¶VLOOQHVVHXSKHPLVWLFODQJXDJHDSSHDUHGWREH
less obvious to patients and the subtle use of language tended to soften the blow of 
WKHUHDOLW\RIZKDWZDVWRFRPH&HQWUDOWRWKLVZDVWKHZD\SDWLHQW¶VH[HUWHGFRQWURO
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over the way they perceived what was happening to them as their condition 
deteriorated.   
 
It was however difficult at times to assess what patients did or did not want to know.  
While some patients wanted to know what they could expect in their future, they 
were not always prepared to hear the answers, on the occasions when honest 
answers were given.  Most of the patients had an unrealistic expectation about how 
long they would live with their cancer and considered this time in years, rather than 
months.  It is no surprise that it came as a shock for some to hear their prognosis 
was considerably less than they expected.  While some expressed their desire for 
doctors to be honest, truthful and straightforward with them, and praised their 
doctors for communicating with them in this manner, it was interesting to see that 
this was not always reflected in the actions of their doctors.  On occasion the doctor 
would give me a more realistic expectation of what was likely to happen to a patient 
than they would with the patient, and then they would try to justify their decision for 
doing so, based on their perception of the patient and their needs.  Patients, were 
therefore sometimes oblivious to what was honest and what was dishonest and were 
not necessarily prepared to hear truthful information if they had previously been led 
to believe something else. 
 
On occasion, there was clearly a misunderstanding between what the doctor thought 
the patient should already know or understand from what they were telling them and 
what the patient actually knew.  When disclosing uncomfortable news to patient and 
their relatives, it was not necessarily the information that upset the patient the most, 
regardless of the severity of the message conveyed; the thing that upset them the 
most was the way they perceived the doctors interactions towards to them.  For most 
patients in this study it was important to feel that their doctor cared for them and that 
they were interested in them.  Those who felt their doctor had been insensitive, 
rarely confronted their doctor directly with their feelings, for fear that they may 
compromise their care in the future.  Instead they tried to control their visits to the 
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outpatient department by speaking to other members of the health care team who 
could help them achieve their objectives.  When instances occurred whereby a 
doctor was perceived to be insensitive in the way they communicated information 
which the patient was unaware of, the truth of the information conveyed previously 
by others was questioned as was their motivations.   
 
While some doctors were keen to know how their interactions were perceived by 
patients and welcomed feedback and the opportunity to develop their communication 
skills by learning from peers; others were less reflective and unaware of how their 
interactions were perceived.  This was not helped by the fact that patients were often 
unwilling to provide negative feedback.  Interacting and communicating 
uncomfortable information to patients was challenging and some desired more 
support and feedback from their colleagues to help them develop professionally.  
This support was however lacking, and some felt that changes needed to be made 
within the current medical climate to help them develop these skills on the job.  
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Chapter Six 
Discussion 
 
6.1  Introduction 
The aim of the present study was to investigate the experiences of patients 
diagnosed with advanced incurable cancer and the doctors who conducted their 
medical consultations, particularly in relation to talking about sensitive issues and 
dealing with bad news.  One intention of the study was to observe and examine how 
doctors and patients manage and control the disclosure and receipt of sensitive 
information and bad news within the Oncology outpatient consultation.  Another 
intention was to study the feelings associated with these discussions.  A further 
intention of the study was to examine how the concept of awareness contexts can 
help understand the perspectives of both doctors and patients in the consultation 
and explore the impact and influence an indiYLGXDO¶VDZDUHQHVVFRQWH[WKDVRQ WKH
consultation experience.  
 
I sought to do this in an innovative way by observing and recording consultations 
between doctors and patients and their relatives, from their initial meeting with each 
other in new case consultations and as patients progressed throughout their illness.  
I wished to build upon existing theory by exploring multiple and combined 
perspectives of doctors and patients at a much deeper level as they interacted with 
each other and communicated information.  Following my observation of a 
consultation, the perspectives of those involved were sought using in-depth 
interviews.  My original intention had been to try and meet patients on more than one 
occasion to obtain a deeper understanding of their experience through various 
stages of their illness.  For assorted reasons, it was not possible to see some 
patients on more than one occasion, while other patients were seen twice or on 
three occasions. 
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The awareness context perspective aligns with the work of other researchers who 
have sought to explore the experiences of those facing terminal illness and their 
awareness of dying and those involved in their care (Glaser and Strauss 1965; 
Sudnow 1967; Hinton 1999; Copp 1999).  My data supports the conclusions of 
Timmermans (1994) and Mamo (1999) and Hellstom and Nolan et al (2005) that the 
primary focus of knowledge and a willingness to share knowledge within the original 
awareness context theory is inadequate.  Emotions play a considerable part in 
helping people to process cognitive information and a considerable amount of 
emotional work is invested in to help construct awareness and how people present 
themselves in front of others (Mamo 1999). In addition, this study also makes a 
contribution to the theory of awareness contexts.  This contribution is highlighted in 
Figure 7 on page 266 and in detail throughout the remainder of this chapter. 
 
)URP WKH RXWVHW , ZLVKHG WR H[SORUH LI WKH GDWD FRXOG LQIRUP WKH ZD\ GRFWRU¶V
communications and interactions with their patients is understood, and see if there 
was a need to improve professional development in this area.  A goal of the research 
was to critically reflect upon doctor-patient communication in such situations, with a 
view to considering future strategies for doFWRUV¶ FRQWLQXLQJ SURIHVVLRQDO
development.  The data did in fact highlight some of the problems that ensue when 
communications go inadvertently wrong.  Some quite serious problems of 
communication were observed in several of the consultations.  For example, while 
some doctors tried to grapple with emotional issues, others seemed less able or 
ZLOOLQJ WR GR VR  6HYHUDO GRFWRUV¶ UHVSRQVHV DSSHDUHG WR EH LQIOXHQFHG E\ WKHLU
perception of their role and what they believed their main objective to be.  Some 
doctors failed to notice, react or explore expressions of emotions from patients and 
their relatives and as such missed vital pieces of information about how the patient 
ZDV µUHDOO\¶ IHHOLQJ  7KH PRVW LPSRUWDQW LPSOLFDWLRQV RI WKH UHVHDUFK findings are 
presented in the following sections. 
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Figure 7: Contributions to the Awareness Context Theory  
 
 
 
 
  
Glaser and Strauss 
(1965) 
Developed Original 
Awareness Theory 
 
Focus: 
Knowledge of dying and 
the management of and 
willingness to share this 
knowledge through social 
interactions between 
patients, relatives and 
health care professionals 
 
Approach: 
Sociological Ethnography, 
using observation and 
interviews 
 
Findings: 
Described how doctors 
and nurses frequently 
controlled the way 
information was disclosed 
and shared with people 
who were dying.  They 
also showed how relatives 
sometimes colluded with 
them to protect the patient 
from the knowledge that 
they were dying.  They 
identified 4 types of 
awareness contexts: 
Closed,  
Suspected,  
Mutual Pretence and  
Open awareness 
Timmermans (1994) 
 
Critiqued original 
awareness context  
 
Focus:  
Knowledge does not 
necessarily lead to 
awareness as emotional 
reactions can interfere with 
the way people are able to 
process information.   
 
Primary focus of knowledge 
and a willingness to share 
knowledge does not take into 
account other factors which 
play a significant part in 
shaping awareness and 
impact on open awareness 
context. 
 
Approach: 
Introspective Ethnography 
 
Summarised: 
Knowledge does not 
necessarily lead to 
awareness as emotional 
reactions can interfere with 
the way people are able to 
process information.  He 
proposed that the original 
open awareness be 
extended to include: 
Suspected open awareness, 
Uncertain open awareness 
and active open awareness 
 
Mamo (1999)  
 
Took Timmermans views 
one step further 
 
Focus: 
Further extension of the 
theory needed to be made to 
ensure that emotions and 
cognition was intertwined.  
Consideration also needs to 
be given to the emotional 
µZRUN¶SHRSOHengaged in 
which determines how they 
react and act upon the 
information given to them 
 
Approach: 
Introspective Ethnography 
 
Summarised: 
Awareness changes 
throughout the course of 
illness and people create 
their own interpretations and 
ways of managing their 
emotions to help them carry 
on living day to day.  How 
they show their emotions 
does not necessarily reflect 
how they are feeling.  
 
She questioned whether or 
not an open awareness 
context is necessarily the 
best approach to use within 
the context of dying. 
 
Copp (1999) 
 
Studied the experience of 
open awareness 
 
Focus: 
Provides an account of the 
experiences of nurses and 
patients who are facing death 
within an open awareness 
context in the hospice setting 
 
Approach: 
Symbolic interactionist 
approach using participant 
observation and interviews 
 
Findings: 
Although an open awareness 
context was used in the 
hospice, some patients 
controlled their level of 
awareness on a daily basis.  
This was expressed in the 
way they used and portrayed 
acts of denial and acceptance.    
Some nurses recognised and 
acknowledged this and tried to 
find ways of communicating 
with the patients openly.  
Some patients obstructed 
such interventions by 
controlling how they wanted to 
respond; be this not talking 
openly and acting in such a 
way that did not correspond 
with what was happening to 
them.  Such actions could 
cause tensions for nurses who 
did not necessarily know how 
to respond for the best. 
 
 
Furber (2010) 
 
Build upon the existing 
awareness theory 
 
Focus 
To explore the multiple and 
combined perspectives of 
doctors, patients at a much 
deeper level, as they interacted 
with each other and 
communicated sensitive 
information within the Oncology 
setting over several 
consultations.  The data 
generated is used to explore how 
clinical practice can be improved.   
 
Approach: 
Ethnographic study, using an 
interdisciplinary approach, 
drawing on sociology, health, 
education disciplines and  clinical 
knowledge.   
 
Findings 
The accounts of doctors and 
patients showed how they 
managed and experienced the 
disclosure and receipt of 
information and the feelings 
associated with this.   
 
Patients control what they do or 
GRQ¶WGRZLWKLQIRUPDWLRQDQGZLOO
try and manipulate their 
consultation experience to meet 
their needs.  Doctors were often 
unaware of the fact patients 
controlled their awareness and 
frequently failed to explore how 
patients were feeling as they 
tended to focus on the medical 
technical aspects of information. 
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6.2  Patients Contribution to Awareness Contexts 
The work of Glaser and Strauss (1965) has played a significant role in our 
understanding of how health care professionals communicate and interact with those 
who are dying and has provided a base from which others could consider the 
disclosure of bad news to patients and their relatives.  This work continues to be 
influential in health care practice today.  It became evident through the work of Glaser 
and Strauss (1965) and Sudnow (1967) that doctors and other health care personnel 
controlled and organised the way information was conveyed to patients and their 
families.  In contrast, patients were seen to assume a more subservient role and to be 
less influential in terms of the way information was controlled and managed.  As such, 
the perspectives of those who were dying were often not explored in detail and as 
such key information and understanding about the roles patients play in such 
situations was lost (Copp 1999).  The focus thus far, in relation to examining 
interactions and communication has focused on the part doctors have to play, rather 
WKDQWKHSDUWSDWLHQW¶VSOD\LQWZRZD\IDFHWRIDFHLQWHUDFWLRQV 
 
Although this earlier work has played a significant role in developing our 
understanding of how health care professionals and patients communicate and 
LQWHUDFWZLWKHDFKRWKHUVRPHEHOLHYHWKHFUHGLELOLW\RI*ODVHUDQG6WUDXVV¶ZRUNFRXOG
have been enhanced further if they had provided a much deeper account of their 
analysis to support their themes (Copp 1999; Seale 1999).  Obtaining and reporting 
the perspectives of doctors, as well as the perspectives of nurses and patients was 
something that Seale (1999) felt would have added to their study. 
 
$QRYHO IHDWXUHRIP\VWXG\ZDV WRDGGUHVV WKLV µJDS¶DQGFROOHFWGDWD IURPFOLQLFDO
practice to obtain DSURVSHFWLYHDFFRXQWRIKRZERWKGRFWRUV¶DQGSDWLHQWV¶PDQDJHG
and experienced the disclosure and receipt of sensitive information and bad news in 
the Oncology outpatient setting and to explore the feelings associated with such 
discussions, as patients progressed through their illness.  Additionally, the views and 
observed behaviours of some relatives and nurses were obtained if they were present 
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during a consultation.  In all these respects my study added new perspectives to a key 
area of health related research. 
 
An important finding from my study showed that not only did professionals manage 
the awareness context as illustrated in previous studies (Glaser and Strauss 1965; 
Sudnow 1967; The 2002) but that patients did so too.  Some patients through their 
own volition or through the support of their relatives, created a context for themselves 
which was purposeful and purposefully managed to help them create, as Mamo 
 ZRXOG GHVFULEH D µVSDFH WR H[LVW¶  7KLV HYLGHQFH VXSSRUWV DQG DGGV WR WKH
findings of Copp (1999) who found when exploring the accounts of both patients and 
QXUVHVZRUNLQJLQDKRVSLFHWRLQYHVWLJDWHWKHLUH[SHULHQFHVRIµFRQIURQWLQJLPSHQGLQJ
GHDWK¶WKDWSDWLHQWVXVHFRQWUROLQDQXPEHURIZD\V&RQWUROZDVXVHGDVDVWUDWHJ\
to protect themselves and those around them to help patients cope with continued 
losses.  In her study, Copp (1999) also found that nurses employed various strategies 
whereby they might encourage patients to share some of their inner most feelings; or 
at least demonstrate a willingness to listen as and when the patient felt able to talk.   
 
In this study, doctors frequently seemed unaware of the fact that patients played a 
SDUW LQ FRQWUROOLQJ WKHLU RZQ µDZDUHQHVV¶  0DQ\ GRFWRUV GLG QRW H[SORUH KRZ WKH
patients (and their relatives) were feeling, having been told that their cancer was 
incurable; or their prognosis was much shorter than the patient expected to hear; or 
when signs of distress were expressed during the consultation.  When asked to 
describe what they fHOWWKHSDWLHQW¶VQHHGVZHUHRUKRZWKH\PLJKWKDYHEHHQIHHOLQJ
during the consultation, doctors often appeared to have quite uncertain impressions.  
This meant that at times people were misjudged and opportunities to explore what 
their thoughts or feelings were; or how they had experienced what had been 
happening to them thus far; or what they understood or expected might happen in the 
future, were lost.   
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While, there is significant evidence to suggest that people diagnosed with cancer 
regardless of the type and stage of their disease want to receive as much information 
as possible, a number of recent empirical studies have demonstrated the simplicity of 
this account noting that information needs of patients are far more complex and 
individualistic (The 2002; Kirk, Kirk et al. 2004; Hagerty and Butow et al. 2005).  
Contemporary literature has focused on the need to disclose information to people 
about their diagnosis and prognosis in detail so that they are aware of what is 
happening to them and so that they can make informed decisions about treatments 
and their future.  However, Field and Copp (1999) build upon evidence provided by 
Hinton (1998) and Timmermans (1994) to suggest that it is difficult to sustain an 
µDFWLYHDZDUHQHVV¶DWDOOWLPHVEHFDXVHLW is hard to sustain emotionally.  Furthermore, 
being actively aware is not something that everybody pursues and as such a more 
pragmatic response needs to be taken by health care professionals to be responsive 
to the communication needs of their patients (Field and Copp 1999). 
 
Although doctors may control the way they convey a message and the way they 
choose what to say or not to say, in my study it was evident that patients 
demonstrated their use of control in relation WR ZKDW WKH\ GLG RU GLGQ¶W GR ZLWK Whe 
information given to them.  For example, some sought further clarification or appeared 
to accept without question what the doctor had told them, while others dismissed parts 
of a message in favour of believing what they wanted to believe.  While others 
gradually sought out information as and when they needed to, to help them 
understand what was happening to them.  This evidence suggests that while the need 
for some information is immediate, the need for other forms of information is gradual 
and reactionary and very much dependent upon the individual. 
 
This study provides further support (with some variation) for the view that a 
differentiation can be made between the need for short term and long term 
information, as described by The (2002).  She noted that more attention was 
attributed to the more manageable and solvable short term problems in relation to for 
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example side effects and treatment options.  Less attention was given by patients and 
doctors to the longer term issues of prognostic detail and what was likely to happen in 
the future with regard to further treatment and plans of care.   
 
From the data analysis in this study it emerged that when meeting an Oncologist for 
the first time in a new case consultation, patients generally wanted to know what was 
going to happen to them so that they had an idea about what they were up against.  
They were, more often than not, told that they could not be cured of their cancer, 
which was swiftly followed by an explanation of what could be done to help them.  
Needing to know what could be done to help them was highly significant at this time 
and in the future.  For many the need to know that there were various treatment 
options available was very important because this meant that they were doing 
something active to stay alive for as long as possible.  For others there was a shift in 
need as they progressed through their illness and started to experience a progression 
in their symptoms, and as such tended to focus on their symptoms and wanting to feel 
better than they currently did.  The more detailed specific information required during 
the first meeting with the Oncologist seemed to diminish for some as time went on.  At 
WLPHVSDWLHQWVDSSHDUHGWRGLVWDQFHWKHPVHOYHVDQGµGLSLQDQRXW¶RIVHHNLQJVSHFLILF
information or listening to what they were being told.  Defensive action was taken to 
VKXW WKHWUXHPHDQLQJRIDPHVVDJHRXWDQGSURWHFW WKHPIURPWKH µDFWXDOUHDOLW\¶RI
their disease progression.   
 
It was difficult to assess at times however, how much information people thought they 
needed or what they had actually understood from the information they had been 
given during a consultation.  For example, while some said that they wanted their 
doctor to be honest and open with them; there were times when the doctor was not 
completely honest and yet patients viewed them as being honest and respected them 
for this.  This supports Innes and Payne (2009) view that honesty does not 
necessarily mean providing a detailed and frank disclosure of information, for it to be 
perceived as such.  While honesty was considered to be important to patients, they 
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were not however always honest and open with their doctors and chose to control 
how much information they would share with their doctor; either about emotional 
issues or physical symptoms.  This meant that doctors were not always made fully 
aware of how the patient was feeling, or what they thought about a particular 
experience.  
 
Some patients, who for example felt that their doctor had been insensitive to them or 
appeared disinterested, tended to engage in a collaborative, strategic endeavour with 
the clinic co-ordinator to ensure that they did not have to be seen by the same doctor 
again.  As such, the patient shared their concern with the clinic co-ordinator but 
concealed their displeasure from the doctor.  When questioned about this behaviour 
GXULQJWKHLU LQWHUYLHZVVHYHUDOSDWLHQWVGHVFULEHGKRZµ\RXGRQ¶WPHVVRQ\RXURZQ
GRRUVWHS¶RUXVHGVLPLODUZRUGVWRWKDWHIIHFW &RQFHUQVZHUHH[SUHVVHGDERXWKRZ
they may be perceived in the future and feared that such action may compromise their 
future care in some way.  Responding in this way meant that patients were able to 
conceal their concern from those who had affronted them to retain a sense of self 
preservation and tried to protect themselves from confrontation and further hardship.  
Such action meant however, that doctors were rarely made aware of the way their 
interactions had been perceived and were not given the opportunity to learn from 
these situations and make attempts to correct the balance of their relationship with the 
patient.   
 
Throughout the present study it was apparent that during their encounters with 
doctors, patients wanted to feel reassured and supported, they wanted to be listened 
to and they wanted to feel important ± that someone valued their worth as a human 
being and had their best interests at heart.  These notions of social awareness have 
been identified elsewhere within the literature (Balint 1965; Mechanic and Meyer 
2000; Hagerty, Butow et al. 2005; Goleman 2007).  Although not a new finding, this 
NQRZOHGJH DGGV IXUWKHU ZHLJKW WR H[LVWLQJ HYLGHQFH WKDW D SDWLHQW¶V HPRWLRQDO VWDWH
plays a significant part in the way they perceive the quality of their care and cope with 
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difficult and challenging situaWLRQV DQG KRZ WKH\ µPDQDJH¶ DQG µFRQWURO¶ WKHLU RZQ
awareness of what is happening to them.   
 
Even when doctors did express empathy and warmth towards the patient, this did not 
necessarily mean however, that the patient would share their concerns and feelings.  
$FFRUGLQJWR*ROHPDQVRPHSDWLHQWVDUHWKRXJKWWRHQWHUDµTXLHWFRQVSLUDF\¶
with their doctors. Some patients purposefully controlled the way they presented 
themselves to others.  For example, several patients presented a jovial image to their 
doctor, to hide their concerns or true feelings because they felt it was not appropriate 
WRµRIIORDGWKHLUZRUULHV¶WRWKHP2QRFFDVLRQVRPHDSSHDUHGVHHPLQJO\LQGLIIHUHQWRU
upbeat in the consultation, even after having been given some bad news.  When 
situations such as this occurred, Copp (1999) described how some nurses felt their 
relationship with a patient was tested if there appeared to be some concern that a 
patient was not really expressing their true feelings and they felt the need to confront 
them about this. 
 
Additionally, others presented themselves as being friendly and compliant in order to 
use their time more effectively to get in and out of the consultation as quickly as 
possible because they were frustrated with the way their consultations and meetings 
with their doctors were managed.  In each of these events, patients created a careful 
impression to act out a desired performance in front of another.  For the majority of 
the time, relatives contributed to this state of pretence in front of the doctor and only 
broke this state, to reveal their concern to me that all was not well at an opportune 
moment when the patient and doctor were out of the room and at a time when it was 
difficult to address and raise their concerns with the doctor.    
 
When interviewed, nearly all of the patients when probed started to express a number 
of significant concerns to me which they did not disclose to their doctors during these 
consultations.  These concerns were frequently related to: 
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x Whether or not they were receiving the best care 
x Whether or not they had the best opportunities for treatment available to them 
x Whether or not their doctors would give up on them 
x Fears about dying and about leaving loved ones behind 
x Concerns about whether or not they were to blame for their illness 
x Whether or not they could / should have lived life differently 
x Some expressed concerns about the process of dying and were fearful of 
dying in pain, while others were concerned about dying alone 
x In addition one patient expressed concern about what would happen to him 
when he died, would he go to heaven or would he go to hell. 
 
Many were not ready to die and were prepared to do anything to prolong their lives 
IXUWKHU :KHQDVNHGZK\ WKH\GLGQ¶WH[SUHVV WKHVHFRQFHUQV WR WKHLUGRFWRUV many 
IHOW WKDW LQ DGGLWLRQ WR QRW ZDQWLQJ WR µRIIORDG WKHLU ZRUULHV¶ WKH\ DOVR IHOW WKDW WKHLU
concerns were irrelevant and did not feel it was part of the doctors duty to listen to 
them ± clearly articulating the notions of a traditional doctor and patient relationship as 
articulated by Tuckett and Boulton et al (1985).   
 
It is clear that the interactions between doctors and patients are complex.  The doctor 
is seeking to control the consultation to meet their own agenda in a specified time, but 
additionally patients are utilising a number of tactics to control various aspects of the 
FRQVXOWDWLRQ  &RQWURO LV UHIOHFWHG E\ µZKDW WKH\ GLG RU GLGQ¶W GR¶ ZLWK LQIRUPDWLRQ
communicated to them and reflected through their interactions and how they tried to 
manipulate their consultation experience to meet their own needs.  Keeping 
confrontation to a minimum to limit the risk of treatment and care being withheld from 
them, should they upset a doctor was one prime example of this behaviour.  As such, 
sharing sensitive information and disclosing bad news is only one part of the 
communication and interaction process in Oncology, where patients have an 
advanced diagnosis of cancer; there are many other features that need to be borne in 
  
274 
 
mind to try and make the consultation experience more supportive and beneficial for 
each patient. 
 
6.3   Helpful Interventions ± A Doctors Perspective 
 
Doctors participating in this study felt that it was necessary to learn from other 
members of the medical team to help develop and inform their clinical practice.  
&RQQHFWLQJ ZLWK RWKHU PHPEHUV RI RQH¶V WHDP KDV EHHQ UHJDUGHG DV D GHVLUDEOH
approach to learning (Eraut, Stedman et al. 2004a).  Yet doctors were rarely, if ever 
DIIRUGHG WKH RSSRUWXQLW\ WR ¶FRQQHFW ZLWK RWKHUV¶ LQ UHODWLRQ WR GHYHOoping their 
communication skills.  The role of other people in supporting the learning needs of 
doctors is one that requires further attention.  A review of the literature, pertaining to 
experiential learning has shown how the role of others can help encourage and 
support practitioners to develop their skills, confidence and competencies within 
clinical practice (Dewey 1933; Eraut 1994; Eraut and Stedman et al. 2004a).  In a 
large longitudinal study of the development of 90 newly qualified accountants, 
engiQHHUVDQGQXUVHV/L1($3URMHFW(UDXWDRIIHUHGWKHWHUPµKHOSIXORWKHUV¶
to describe people within the work place who provided support and feedback to these 
newly appointed professionals.  Eraut (2004a) chose this term in preference for 
mentor or supervisor as these terms could potentially mean different things to different 
people, working within different professional groups.  
 
The role and availability of helpful others was however, dependent on the nature of 
the working relationship and the relative merits of designated helpers (Eraut and 
Stedman et al. 2004a).  The accountants and engineers were most likely to receive 
support and feedback from more experienced colleagues as they often worked in 
close proximity to each other.  The support and feedback afforded to nurses however, 
was often unpredictable.  Nurses often had their own patients to look after and often 
worked in parallel to their colleagues which meant that more experienced nurses were 
unavailable to offer this support.  This latter example has resonance with the way 
doctors practiced alongside their colleagues within medical consultations.   
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While the work of Eraut and Stedman et al (2004a) focused attention towards the 
early career development of professionals, the evidence gathered through my study 
and the studies of Gifford (2008) and Bailey (2009) suggest that the role of helpful 
others continues to play an important role in the development of professionals 
WKURXJKRXW WKHLU FDUHHUV  ,Q *LIIRUG¶V  VWXG\ SKDUPDFLVWV ZHUH UHSRUWed to 
value the support of others from within their profession to help them in a practical 
sense, for example managing workload.  In addition, they were able to describe a 
network of helpful others within their own professional group or other professional 
groups allied to medicine to help them develop professional confidence and 
competence.  In my study, outpatient nurses were rarely observed to offer any 
feedback to doctors about how they felt a consultation had been managed or offer any 
suggestions about what interventions they thought may have benefited a patient, 
although one doctor did mention the value of nursing feedback if a nurse or health 
care assistant was willing to do this.  They felt it was helpful to acknowledge a difficult 
consultation, but felt that time pressures in clinic often prevented this from happening.   
 
In the present study, doctors felt that they could turn to their colleagues for help and 
support in relation to medical-WHFKQLFDOPDWWHUVEXWVRPHRIWKH6S5¶VH[SUHVVHGWKHLU
concern about seeking the support of colleagues in relation to their experience of 
conducting emotionally challenging consultations with patients.  Only one SpR 
described turning to one of their colleagues for help having learnt that they needed to 
improve the way they communicated and interacted with patients when disclosing bad 
news, but was critical that help was far from forthcoming and resolved not to seek 
help with this matter again.  In addition to this, only one experienced doctor spoke of 
seeking the help of a colleague working within a different discipline of medicine, who 
was able to help support them through an informal arrangement when they felt the 
need to talk through a difficult consultation or needed clarification on how best to 
convey a specific message to a patient.   
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)XUWKHUPRUH WKH 6S5¶V felt that they were unable to share their concerns with 
colleagues in the event that they felt they had conducted a consultation in-
appropriately.  When asked to explain why they could not raise their concerns, it was 
explained that the medical culture tacitly prohibits such disclosure, for fear of being 
judged incompetent.  This has implications for practice and openness between 
professionals.  The fact that people who regularly interact with others in the workplace 
IDFH GLIILFXOW FKDOOHQJHV DQG µKDUG NQRFNV¶ KDV EHHQ FDSWXUHG E\ 6QHOO  ZKR
stated that this can be an ideal learning opportunity.  If left unchallenged or supported 
people may feel too overwhelmed and their motivation to explore various strategies 
ZLWKLQ WKHLU SUDFWLFH PD\ EH µVWXQWHG¶ Snell 1992) as seen with Dr Hall (SpR page 
205) or they rely upon themselves to learn without the support of others (as seen with 
Dr Roberts, SpR page 169).   
 
This problem is further represented through the work of Bailey (2009) whereby nurses 
and doctors working within an emergency department of a large NHS trust had limited 
opportunity to talk to their colleagues in relation to the more sensitive and emotionally 
charged elements of their clinical practice.  These problems have been echoed 
elsewhere within the literature (Eraut 2004b) where it has been suggested that the 
stimulus and extent to which professionals are prepared to disclose their practice 
requires further investigation.  In order to explore this further, it has been suggested 
that an examinatLRQ RI µPLFURSROLWLFDO GLVFRXUVH¶ ZKLFK UHVRQDWHV WKURXJKRXW WKH
medical profession is required to understand how learning may be affected (Eraut 
2004b).   
 
In attempts to seek help from others, many of the doctors in the  my study and in 
%DLOH\¶V  Vtudy, described how they turned to family and friends for support.  
The nature of these interactions were generally informal discussions at home, to help 
practitioners discuss the sensitive and difficult interactions they experienced during 
their encounters with patients.  From this example, it would suggest that it is not 
always necessary for the person acting as a helpful other to act as a learning 
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resource; instead they appear to provide an opportunity for the doctor and / or nurse 
to talk to someone who is willing to listen ± an important intervention reported 
elsewhere through this thesis from the perspectives of patients and their relatives.   
This is an important issue, which probably warrants more professional intervention.  It 
was evident through thH GRFWRU¶V GLVFRXUVH DQG WKURXJK REVHUYDWLRQV WKDW VRPH
doctors lacked confidence about how they managed prognostic discussions with their 
patients and had concerns about what they should say for fear of distressing their 
patients and providing them with information that they were not ready or willing to 
hear.  Although most of the doctors spoke of these concerns, regardless of their years 
of experience and expertise, some seemed better able to determine what they should 
say or do in any given situation.  It was evident through their interviews that some of 
the more experienced doctors felt able to draw upon past experiences and prior 
learning to help inform their current and future practices as they had an intuitive grasp 
of situations and were better able to visualise possible outcomes, as described by 
Benner (1984).  Yet, at times they expressed their concern about whether or not they 
had interacted with a patient and / or their relative in the best way.  At times, they 
were observed to avoid a specific line of questioning as it appeared uncomfortable to 
do so, and did not confront expressions of emotion, indicating distress or anger, and 
as such supportive intervention was not forthcoming.  
 
In contrast, some of the less experienced doctors appeared to be at the other end of 
the spectrum and were in the process of learning through trial and error.  In this study, 
LW ZDV HYLGHQW WKDW VRPH RI WKH 6S5¶V µORRNHG XS¶ WR VRPH &RQVXOWDQWV DQG FKRVH
aspects of their practice that they liked, to adopt in their practice and in contrast they 
decided which interactions they did not like and vowed never to use them in their 
practice.  This evaluation of practice did appear to be ad hoc however and evaluations 
were made on spur of the moment opportunities whereby they might get to see one of 
their colleagues to talk to a patient in their presence.   
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Despite the fact that most of the doctors valued the importance and benefit of 
experiential learning within their work environment, the learning culture within 
medicine does not currently fulfil this learning need sufficiently.  Some of the doctors 
spoke of wanting a more experienced colleague to sit in on their consultations with 
patients and observe how they interacted, with a view to offering them constructive 
feedback on their performance.  Furthermore, some doctors spoke of their need to sit 
in on consultations with more experienced colleagues to observe how they interacted 
with patients with a view to measuring the extent of their current knowledge and to 
help them model their developing practice from these experiences.  Some doctors 
also believed it would be valuable to have someone they could turn to at work to 
share and reflect on their experiences, with a view to acknowledging how difficult it 
can be to communicate and interact with patients and their relatives.   
 
There is evidence to suggest that doctors working within the speciality of palliative 
care meet with each other to discuss the physical, psychological, spiritual, social and 
communication related dimensions of care with their colleagues (Ramirez, Addington-
Hall et al. 1998).  However, doctors in the my study indicated a desire to have a less 
formal approach to learning and to be able to seek help and advice in response to 
unpredictable and uncertain clinical situations, rather than adhere to a formal learning 
format, a view supported by others (Grant 2002).  From this perspective, the interplay 
between clinical practice and supportive learning needs to be acknowledged further. 
 
6.4   Learning through Reflection on Interactions with Patients 
 
Although this approach to learning is not currently ideal; as doctors are learning 
through trial and error with real patients who may be affected by some practising 
interactions, many of the doctors valued the importance and benefit of learning 
through an exposure to real life situations.  While some of the doctors appeared to 
reflect on their actions / interactions with patients and were fearful of becoming 
complacent in their practice, it was evident that some doctors conducted their 
FRQVXOWDWLRQV LQDVLPLODU IRUPDOLVHGDSSURDFK UHJDUGOHVVRI WKHSDWLHQW¶VQHHGVDQG
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agenda.  Complacency was referred to by Dewey (1938) as a careless attitude as 
doctors fall into the trap of believing that they do not need to change or learn new 
approaches because they do not fully reflect on their behaviour and / or the outcome 
of their behaviours.   
 
Why some doctors were more conscientious about learning from their practice than 
others was not clear from the findings of this study.  It may be that some were more 
able to make a connection between doing something and being able or willing to 
make a connection between how they felt and how they felt the patient and / or their 
relative may have perceived their interaction.  As I interviewed doctors some 
described how they felt it was valuable to sit and talk about a consultation with me as 
it made them refOHFWRQZKDWWKH\GLGRUGLGQ¶WGRZK\WKH\GLGWKDWDQGKRZWKH\IHOW
about what they were doing.  Some were clearly more questioning than others.  
Interestingly, those who did question their practice in some detail were observed to 
interact and communicate information more compassionately and thoughtfully and 
used the opportunity to talk to me as a reflective exercise.  One doctor in particular 
was extremely conscientious and described how they sometimes went away from our 
discussions, really wanting to know what the patient thought about them and the 
consultation so that they could learn from this experience further.  In contrast those 
who did not appear to question their practice may have benefited from doing so.     
 
Expert peers can also help less experienced doctors consider their values and beliefs 
about how they currently practice (Maudsley and Strivens 2000a) and help them 
consider the ramifications of their actions / interactions during their encounters with 
patients.  In addition, peers may be able to help them consider alternative approaches 
and techniques in practice until they are able to internalise the knowledge or skill into 
their existing practice (Shon 1983).  Gifford (2008) found that pharmacists valued the 
support of helpful others in respect to; aiding the reflective process, providing 
specialist knowledge and expertise, challenging existing behaviour and patterns of 
practice and providing vital emotional support in challenging situations.  Interestingly, 
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however, my experience here, suggests that the person doctors turn to for support, 
does not need to be an experienced professional or from within their own profession, 
but someone they feel more comfortable talking to.  As a senior nurse, I may have 
unknowingly fulfilled a role here, albeit in a research capacity.  It is hard to say 
whether or not the role of senior nurses would have helped fulfil such a role if they had 
been present within the consultation because they were not present during the 
conduct of this study.  Clinic nurses and health care assistants did not sit in on every 
consultation and their main agenda seemed to be managing and organising the clinic 
in an efficient manner. 
  
According to Mamede and Schmidt et al (2008) doctors are more likely to reflect on 
complex cases and there was evidence to support this phenomenon in my study.  
When asked to describe what they felt constituted a good consultation or a bad 
FRQVXOWDWLRQ ZLWK D SDWLHQW GRFWRUV ZHUH PRUH OLNHO\ WR GHVFULEH LQ GHWDLO D µEDG¶
consultation as opposed to what WKH\ SHUFHLYHG WR EH D µJRRG¶ FRQVXOWDWLRQ  ,W LV
difficult to describe what they perceived to be a good consultation because they were 
rarely able to remember any, although the consultations they appeared to enjoy in this 
study were those where they thought they had a good rapport with a patient and were 
able to give the patient encouraging information, or where nothing untoward had 
happened.  In contrast, a bad consultation was perceived to be challenging to them in 
some way, be this in the way their patient and / or relative interacted with them or in 
one case where the doctor thought they had spent too much time on a consultation 
and this had a knock on effect to the rest of the clinic.   
 
It is difficult to know, however if doctors would have reflected on difficult consultations 
in this study if they had not in effect been encouraged to do so by talking to me about 
their experience.  When doctors spoke of previous consultations, it was evident that 
their process of reflection was informal and unstructured and did not follow any 
prescribed reflective process.  They described talking to family or friends or reflecting 
over an alcoholic drink or playing a sport to help relieve their anxiety.  Some described 
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giving thought to a situation but did not necessarily know how to process their 
thoughts and apply this to their practice.   
 
It was clear that, for some, there was a need to engage in reflective activity.  Yet, 
there does not appear to be a structure in place to support such activity, to help inform 
the practice of individuals.  The fact that there is no structured process in place within 
the working environment has implications for practice, as support is not available to 
help doctors reflect upon what they perceive to be difficult and challenging 
consultations.  As some valued talking about a consultation as it encouraged them to 
reflect upon their actions, there is likely to be value in pursuing a similar intervention in 
medical practice.  In addition, further work in this area might help explore further the 
reasons why some are more willing to reflect and experiment with their practice than 
others.   
 
6.5  Concluding Points 
 
Steps have been taken over the past fifty years or so for health care professionals to 
improve the way they communicate and interact with their patients and improve the 
way in particular doctors develop relationships with patients.  Yet, in many respects 
the medical profession remains drawn to a more traditional ideology of practice which 
focuses on the medical-technical aspects of care, as evidenced through the findings 
of this study and that of The (2002).  This model / approach is reinforced by patients 
themselves in terms of the way they manage interactions.  Yet, patients want their 
doctors to communicate and interact with them in a manner that shows respect, 
interest, support, compassion, truth and empathy, although this does not always seem 
to be fulfilled in practice.   
 
However, some doctors become preoccupied with meeting their objectives in an 
allotted time and fail to notice or be receptive to the needs of others and their 
requirement for emotional support (Silverman and Kurtz et al. 2005), which might 
have a detrimental effect on their relationship.  As such, the opportunity to offer 
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emotional care is too often lost within health care practice (Goleman 1996; Silverman 
and Kurtz et al. 2005).  Goleman (1996) is critical of doctors for being dismissive and / 
or sceptical about meeting the emotional needs of patients despite a growth of 
evidence to suggest that such care is integral to patient care.  Yet, the evidence 
presented in this discussion has shown that patients are not always willing to share 
their true feelings with their doctors and from some of the evidence presented in this 
thesis I question whether or not doctors actually want them to be open.  
 
Furthermore, it is evident from the work presented in this thesis that patients use 
various stUDWHJLHV WR FRQWURO WKHLU RZQ µDZDUHQHVV¶ WR PHHW SDUWLFXODU QHHGV  7KLV
finding is interesting especially in light of the fact that doctors are not necessarily 
DZDUH RI WKH SDUW SDWLHQW¶V SOD\ LQ FRQWUROOLQJ WKHLU VWDWH RI DZDUHQHVV  ,W PD\ EH
useful for future work to consider the part patients play in controlling their awareness 
and therefore controlling interactions when considering how communication skills are 
developed further.  Copp (1999) demonstrated how some nurses were able to 
recognise when patients may be using control to protect themselves and others and 
were able to explore on occasion or indicate a willingness to open a dialogue with a 
patient when they were ready to talk ± a skill which some doctors may benefit from 
learning.  This evidence suggests that nurses working within a clinic may be able to 
help doctors understand the needs of a patient better if a patient is more willing to 
disclose things to them; as the nurse can then share this information with the doctor. 
 
The evidence presented in this thesis and the literature emphasised a number of 
subtle issues which influence how doctors learn and develop their skills within the 
clinical environment.  A presentation of these influences is presented in Figure 8: 
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Personal           Learning   External 
 
 
 
 
 
 
 
 
Figure 8: ± Subtle Influences to Learning within Clinical Practice 
 
Some doctors participating in the current study were more aware and willing than 
others to seek ways of trying to develop their ability to communicate more effectively 
with patients and to receive support and guidance from their colleagues ± indicating a 
desire for a more open and facilitative culture to learning.   
 
At present, senior doctors are required to develop their communication skills by 
DWWHQGLQJ WKH µ&RQQHFWHG¶ SURJUDPPH  <HW HYLGHQFH SUHVHQWHG LQ WKLV WKHVLV
suggests that while senior doctors may benefit from this learning opportunity, they feel 
that experience has been the primary source of help in development of their skills and 
LW ZDV WKH 6S5¶V ZKR IHOW WKH\ QHHGHG H[WUD JXLGDQFH DQG VXSSRUW  &RQVLGHUDWLRQ
needs to be given therefore to how senior clinicians can disseminate their knowledge 
and expertise to support and offer guidance to those who need it within the clinical 
environment.  It is crucial that doctors receive support and guidance to help them 
address the complex nature of emotional care both within their profession ± learning 
to support each other ± to transcend this philosophy into patient care.  From this 
perspective, it may be suggested that by meeting the learning needs of doctors within 
clinical practice through experiential learning in this setting and context of care, will 
influence the delivery of care for patients in the future.  This is particularly relevant as 
patients have been shown to be influential in terms of how the consultation may 
x Personal needs awareness 
x Personal expectations 
x Regulation of feelings 
x Past experiences 
x Preferred style of learning 
x Clinical judgement 
x Willingness to explore 
alternative actions / 
behaviours 
x Critical appreciation / 
appraisal 
x Motivation 
x Heavy workloads 
x Clinical environment 
x Community of practice 
x Culture of profession 
x Support and guidance 
x Feedback and critical 
appraisal 
x Time 
x Challenge and / or difficult 
experiences 
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proceed.  Moreover, exploring this notion of experiential learning further may develop 
the awareness context theory further. 
 
6.6   Strengths and Limitations of the Study 
 
The aim of the present study was to explore how doctors and patients communicate 
and interact with each other when talking about sensitive issues and dealing with bad 
news within the cancer context.  The purpose of the study was not to make empirical 
generalisations but rather to provide an in-depth account of the nature of doctor and 
patient experiences and to explore the nature of their relationships within this area of 
clinical practice.  A key strength of the present study centred on being able to capture 
experiences from patients diagnosed with an advanced incurable cancer and their 
doctors, thus enabling a comparison of a combination of perspectives throughout the 
SDWLHQW¶VLOOQHVVIURPLQLWLDOUHIHUUDOLQWRWKHRQFRORJ\GHSDUWPHQWRQZDUGVWRFDSWXUH
YDULRXVVWDJHVRIWKHSDWLHQW¶VLOOQHVV 
 
The perspectives of doctors and patients were generally obtained during their 
interviews, following their consultations with each other.  Yet, the findings from this 
study however, also illustrated the significant position and needs of relatives within 
this area of research and as such the study may have been enhanced further if 
relatives had been interviewed as well to obtain a more in-depth understanding of 
their experiences and need for information and involvement during consultations.  
 
Moreover, the issue of disclosing bad news has been addressed in a number of 
studies and in response, a number of guidelines and training programmes have been 
developed to help doctors and other health care professionals learn to communicate 
more effectively.  The premise for this study was such that communication skills 
courses have their limitations and some doctors have reported difficulties in 
transferring and / or sustaining skills to real life situations with patients in clinical 
practice (Maguire, Booth et al. 1996b; Fallowfield, Jenkins et al. 2002a) and therefore 
need to examine this further as to why this may be the case. 
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The present study was designed with the intention of discovering what happens in 
consultations within a broader context to try and understand some of the tensions 
experienced by doctors, patients and their relatives in relation to how they 
communicate and interact with each other when sensitive issues are raised and bad 
news is disclosed.  This work was conducted with a view to exploring how other 
alternative approaches to learning may influence professional development within this 
area.  It was envisaged that changing emphasis in this way would add to our 
understanding of what needs to be achieved to develop effective communication and 
interactions between doctors and patients to enhance professional development and 
clinical practice.  The findings of the present study have achieved this and have as 
such met the aims and objectives of this study.  In addition the findings of this study 
have relevant implications for all health care professionals who endeavour to improve 
the way they communicate and interact with their patients.   
 
6.7  Personal Reflections  
 
During my time spent observing consultations, it was not uncommon for doctors to ask 
me directly or indirectly to provide them with some feedback about how I felt the 
consultation had been managed and / or how I felt they had interacted with their 
patient.  In addition, it was not uncommon for them to ask how the patient had 
perceived the consultation.  Such questions made me sensitive to the importance of 
feedback and appraisal of their performance.  However, while the study was 
happening I did not provide feedback except for the odd occasion where it was felt 
appropriate to do so.  For example, one doctor became upset that I was reluctant to 
offer them feedback as they saw this as an important opportunity to learn about how 
they interacted with patients and managed consultations.  In addition, if it was felt that 
not saying something might be detrimental to the well being of the patient then doctors 
involved in the care of a patient were informed of any problems or issues the patient 
raised during the conduct of our interviews.  In most cases I advised the doctors that I 
would feedback the results of the study to them once I had completed the study.  As 
such the need for such intervention has been noted and requires further investigation.   
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Furthermore, it was difficult during this study to remain completely detached from 
participants, particularly patients and their relatives.  This was due to the emotional 
and highly sensitive nature of their situations.  Listening and observing people adapt, 
cope and come to terms with the severity of their situations and acknowledge and 
voice their uppermost fears and thoughts were challenging.  I could not help but be 
touched by the experiences of these families.  On one occasion, I was sitting in the 
home of a patient and his wife when there was a knock at the door.  Mrs Rogers went 
to answer the door and came back into the room with a bouquet of flowers.  She 
thought they were from her daughter but as she read the card, she started to cry.  The 
flowers were from her husband.  Mr Rogers had learnt that morning that he was dying 
and wanted to tell his wife how much he appreciated and loved her.  I sat and shared 
in this moment with them and watched on as they gave each other a hug and cried on 
HDFKRWKHU¶VVKRXOGHU,ZDQWHGWRVOLSDZD\DQGOHDYHWKHPDORQHEXWWKH\ZRXOGQRW
let me, I got the impression they needed to and wanted to talk and in true British 
fashion, we did so over a cup of tea.  At the end of the interview we hugged each 
other as we said goodbye and I walked away from the house, knowing that I would not 
see them again.  As I reflected on this experience I realised that no matter how 
distressed someone might appear, this does not mean that they need to be left alone.  
%HLQJHPSDWKHWLFDQGUHVSHFWIXORIZKDWWKH\DUH µJRLQJWKURXJK¶FDQEHWKHUDSHXWLF
and facilitate an environment where they feel able to talk. 
 
6.8  Further Research 
This study has illuminated a number of key issues that provide scope for further 
research and development, much of which arises through a complex appreciation of 
interactions between doctors, patients and their relatives which has been informed in 
this study by the theory of awareness contH[WVDQGDGRFWRU¶VGHVLUHWROHDUQKRZWR
develop their communication skills and interactions with their patients as a direct 
result of their clinical experience 
 
The aim of this study was to open a dialogue about how other alternative approaches 
to learning may benefit doctors in relation to how they communicate and interact and 
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how they develop therapeutic relationships with their patients.  Future longitudinal 
investigation is also recommended to investigate how an alternative approach to 
learning within clinical practice, including support and guidance on clinical practice 
including feedback on ones performance; and opening a dialogue so that doctors 
become more at ease reflecting on their practice and sharing this personal insight with 
others.  The aim, to help doctors develop a self-awareness and confidence to 
communicate and interact with their patients and their relatives more effectively 
bearing in mind that patients and their relatives will use tactics to control their own 
awareness, which needs to be explored further to understand how these tactics are 
engaged.  In addition, by changing the current dynamics within the medical profession 
it would be necessary to consider the overall impact such change has on the medical 
culture.   
 
Moreover, interplay between clinical practice and supportive learning interventions 
needs to be considered further and given the central position of the patient in this, it 
would be appropriate to investigate how such an intervention may influence and / or 
impact on the delivery of care for patients and / or their relatives.  
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Appendix 1 
 
Principles of Good Clinical Practice 
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THE PRINCIPLES OF ICH GCP 
 
1.  Clinical trials should be conducted in accordance with the ethical principles 
that have their origin in the Declaration of Helsinki, and that are consistent 
with GCP and the applicable regulatory requirement(s). 
 
2. Before a trial is initiated, foreseeable risks and inconveniences should be 
weighed against the anticipated benefit for the individual trial subject and 
society. A trial should be initiated and continued only if the anticipated 
benefits justify the risks. 
 
3. The rights, safety, and well-being of the trial subjects are the most important 
considerations and should prevail over interests of science and society. 
 
4. The available non-clinical and clinical information on an investigational 
product should be adequate to support the proposed clinical trial. 
 
5. Clinical trials should be scientifically sound, and described in a clear, detailed 
protocol. 
 
6. A trial should be conducted in compliance with the protocol that has received 
prior institutional review board (IRB)/independent ethics committee (IEC) 
approval/favourable opinion. 
 
7. The medical care given to, and medical decisions made on behalf of, subjects 
should always be the responsibility of a qualified physician or, when 
appropriate, of a qualified dentist. 
 
8. Each individual involved in conducting a trial should be qualified by education, 
training, and experience to perform his or her respective task(s). 
 
9. Freely given informed consent should be obtained from every subject prior to 
clinical trial participation. 
 
10. All clinical trial information should be recorded, handled, and stored in a way 
that allows its accurate reporting, interpretation and verification. 
 
11. The confidentiality of records that could identify subjects should be protected, 
respecting the privacy and confidentiality rules in accordance with the 
applicable regulatory requirement(s). 
 
12. Investigational products should be manufactured, handled, and stored in 
accordance with applicable good manufacturing practice (GMP). They should 
be used in accordance with the approved protocol. 
 
13. Systems with procedures that assure the quality of every aspect of the trial 
should be implemented. 
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Appendix 2 
 
Letter to General Practitioner 
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[Headed Paper] 
 
Date: 
 
Dear Dr_______________________ 
 
I am writing to inform you that your patient ___________________ is participating in a 
qualitative research study.  This study is being carried out by Researchers from the 
University of Nottingham and the Oncology Unit at (identifying hospital name omitted 
for thesis).  The purpose of the study is to investigate the ways in which interactions in 
WKHRQFRORJ\RXWSDWLHQWFOLQLFSDUWLFXODUO\EHWZHHQGRFWRUV¶DQGSDWLHQWV¶KHOSSHRSOH
understand and adapt to their illness and treatments. 
 
Your patient has been chosen to participate in the study because they have recently 
been referred to the oncology out patient clinic at the (Identifying name omitted for 
thesis) to see an Oncologist.  Each patient referred to the study will be followed from 
referral, onwards.  The patients will be observed during consultations and they will be 
interviewed afterwards.  There is a possibility that the interviews may touch on some 
upsetting topics.  The researcher is a senior nurse with counselling and advanced 
communication skills but if they feel they need extra support I would like to contact 
you to try and arrange this. 
 
Should you require any further information, I can be contacted by email on 
ntxlf1@nottingham.ac.uk or [telephone number] 
 
Yours sincerely 
 
 
Lynn Furber BSc(HONS) RN, DipHE 
Nurse Researcher  
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Appendix 3 
 
Letter of Invitation to Doctors 
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[Headed Paper] 
 
 
Letter of Invitation 
 
Date: 
 
Dear Dr ____________________ 
 
5Hµ,QYHVWLJDWLQJLQWHUDFWLRQVIURPSDUWLFLSDQWSHUVSHFWLYHVLQWKH
oncology out patient clinic: How do they help patients with cancer 
understand and adapt to their illness and  
WUHDWPHQWSODQV"¶ 
 
 
I am writing to ask you whether you would be willing to help Professor (identifying 
name omitted for thesis) myself and a team of colleagues from the University of 
Nottingham with a research study we are conducting at the (identifying name of 
hospital omitted for thesis) Hospital. This research is being conducted as a PhD 
project.  The aim of the study is to investigate the ways in which interactions in the 
oncology out patient clinic, particularly between doctor and patient, impact on the 
SDWLHQW¶V XQGHUVWDQGLQJ RI DQG DGDSWDWLRQ WR WKHLU LOOQHVV DQG WUHDWPHQW Slan.    In 
order to achieve this aim the study has the following objectives: 
 
1. To observe and examine the interactions patients have in an oncology out 
patient clinic from referral through into palliative care. 
2. To examine how both the doctor and patient manage and negotiate the 
consultations in order to understand what enhances or hinders effective 
communication and understanding of information. 
3. To examine experiences of consultations in the oncology outpatient clinic 
from both the doctor and patient perspectives. 
 
 
The enclosed information leaflet explains our study in more detail.  If you are 
interested in taking part in the study please notify me as soon as possible by returning 
the enclosed reply slip in the envelope provided.  Alternatively you may email me at 
ntxlf1@nottingham.ac.uk.  If you would like me discuss the study with you further I am 
happy to arrange a meeting with you to answer any questions you may have. 
 
I would like to thank you for taking the time to read this letter and hope to hear from 
you in the near future. 
 
Yours sincerely 
 
 
Lynn Furber 
Research Nurse 
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Doctors Information Sheet 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
295 
 
 
[Headed Paper] 
 
µ,QYHVWLJDWLQJ interactions from participant perspectives in the oncology out patient 
clinic: How do they help patients with cancer understand and adapt to their illness and 
WUHDWPHQWSODQV"¶ 
Participant Information Sheet 
(Doctor) 
Introduction 
This study is being carried out by researchers from the University of Nottingham and 
the oncology unit at (identifying name omitted for thesis).  The study is designed to 
investigate the ways in which interactions in the oncology out patient clinic, particularly 
between doctors and patients, help people understand and adapt to their illness and 
treatments.  You are being invited to take part in this study.  Before you decide 
whether to take part it is important for you to understand why the research is being 
done and what it will involve.  Please take time to read the information carefully.  
Please ask if there is anything that is not clear or if you would like more information.  
Take time to decide whether or not you wish to take part. 
What is the purpose of the study? 
We are looking at the ways in which interactions between doctors and patients 
influence peoples experience when they have a diagnosis of cancer.  In order to do 
this a researcher will want to talk to you about your thoughts regarding the 
consultation you had with your patient. 
 
Why have I been chosen? 
You have been chosen because you will have contact with patients attending the 
oncology out patient clinic at the (identifying name omitted for thesis) Hospital.   
 
Do I have to take part? 
You do not have to take part in this study.  If you choose to do so it is entirely 
voluntary.  Therefore it is up to you to decide whether or not to take part.  If you do 
decide to take part you will be given this information sheet to keep.  You will be free to 
withdraw from the study at any time without giving any reasons for your decision.  If 
you do provide a reason this will remain strictly confidential.   
 
What will happen if I take part? 
In the first instance the researcher will make arrangements with you to conduct a 
preliminary interview with you at a time and location convenient to yourself to ask you 
some general questions about your work experience of caring for and communicating 
with individuals who have cancer.  
 
Each patient recruited into the study will be followed from referral to the Oncologist 
and onwards for up to twelve months.  The researcher will sit in on approximately 
three of the consultations you have with your patient who has agreed to participate in 
the study, to observe what happens.  She may take some notes during this time but 
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will sit in the background of the room so as not to disturb you.  The consultation will be 
audiotape recorded.  The researcher will also observe what happens to the patient 
outside of the consultation room in order to see how other members of the health care 
team, relatives and fellow patients interact with each other.   
 
Arrangements will be made between yourself and the researcher to arrange a 
convenient time for the researcher to interview you, following your consultation with 
the patient. Ideally this interview should take place as near to the consultation as 
possible so that you can recollect the consultation you have had with the patient. The 
interview will be audiotape recorded. Each interview should take no longer than thirty 
minutes. 
 
The researcher will endeavour to inform you in advance when she will be present in 
your clinic, in order to make prior arrangements to conduct the interview with you.  
The researcher will make these arrangements with you either by phone, email or face 
to face, depending on the method of your choice. 
 
What are the possible disadvantages and risks of taking part? 
There is a possibility that some of the interviews may touch on some upsetting topics, 
however the interviews will focus on your perspective of the interactions taking place 
between yourself and your patient during your consultations.  However, you will not be 
under any pressure to talk about topics you prefer not to discuss. 
 
What are the possible benefits of taking part? 
We hope that the results of the study will contribute to an improvement in the service 
provided patients in future. 
 
What if something goes wrong? 
If you are harmed by taking part in this research project, there are no special 
compensation arrangements.  If you are harmed duH WRVRPHRQH¶VQHJOLJHQFH WKHQ
you may have grounds for a legal action but you may have to pay for it.  Regardless of 
this, if you wish to complain, or have any concerns about any aspect of the way you 
have been approached or treated during the course of this study, the normal National 
Health Service complaints mechanisms would be available to you. 
 
Will my taking part in this study be kept confidential? 
Any information or opinions you give during the discussion will be made anonymous.  
Audiotapes will only be listened to by the research team and will be stored in a locked 
filling cabinet at the University of Nottingham.  The audiotapes will be destroyed once 
they have been transcribed.  No information will be discussed with your patient or 
fellow doctors.  You will be assigned a code so that your name is not used at any 
time.  Any distinguishing information will be edited from any written comments so that 
you cannot be identified in any way. 
 
What will happen to the results of the research study? 
The information gained in this study will be used to enhance good quality care for 
patients.  The results of the research will be made more widely available through 
journal publications and conference presentations.  Patients and doctors will not be 
identified in any report or publication. 
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Who has reviewed the study? 
All research that involves NHS patients or staff, information from NHS medical records 
or uses NHS premises or facilities must be approved by an NHS Research Ethics 
Committee before it goes ahead.  Approval does not guarantee that you will not come 
to any harm if you take part.  However, approval means that the committee is satisfied 
that your rights will be respected, that any risks have been reduced to a minimum and 
balanced against possible benefits and that you have been given sufficient information 
on which to make an informed decision. 
 
Contact for further information 
Lynn Furber (Researcher) 
 
As I am based at University of Nottingham and (identifying name omitted for thesis), 
both addresses have been provided. 
 
Room F, F floor 
Post Graduate School of Nursing 
University of Nottingham 
Queens Medical Centre 
Nottingham 
NG& 2HA 
Tel: [mobile phone number] 
E-Mail: ntxlf1@nottingham.ac.uk 
 
Or 
(identifying details omitted for thesis) 
Thank you for taking the time to read this information sheet. 
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Doctors Consent Form 
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[Headed Paper] 
µInvestigating interactions from participant perspectives in the oncology outpatient 
clinic: How do they help patients with cancer understand and adapt to illness and 
treatment plans? 
 
CONSENT FORM 
FOR DOCTORS 
Site: (identifying name omitted for thesis) 
Lead Researcher: Lynn Furber 
 
This form should be read in conjunction with the Participant Information Sheet 
Leaflet, (Doctor) version 2 dated 26th June 2006 
        Please Initial Box 
 
1. I agree to take part in the above study as described in the 
    3DUWLFLSDQW,QIRUPDWLRQ6KHHWGDWHG«««««YHUVLRQ 
    ««««««««« 
 
2. I understand that I may withdraw from the study at any time 
    without justifying my decision and without affecting my 
    normal care and management. 
 
3. I have read the information leaflet on the above study and have 
    had the opportunity to discuss detaiOVZLWK«««««««« 
    and ask questions.  The nature and purpose of the study has been  
    explained to me and I understand what will be required if I take part 
    in the study. 
 
4. I understand that all information will be treated as confidential. 
 
5. I agree to have my interviews audiotape recorded. 
 
 
6. I agree to have my consultation with my patient audiotape recorded. 
 
 
7. I understand that audiotapes will be destroyed once they have been 
    transcribed. 
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8. I consent to participate in the study. 
 
 
 
 
--------------------------------  ------------------------------------- -------------  
Doctor name    Signature  Date 
 
 
 
I confirm I have explained the nature of the study, as detailed in the Participant 
Information Sheet, in terms, which in my judgement are suited to the understanding of 
the patient. 
 
 
 
--------------------------------  ------------------------------------- ----------- 
Investigators name  Signature   Date 
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Appendix 6 
 
Letter of Invitation for Patients 
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[Headed Paper] 
 
Letter of Invitation 
 
Date: 
Dear_________________ 
 
5H µ,QYHVWLJDWLQJ LQWHUDFWLRQV IURP SDUWLFLSDQW SHUVSHFWLYHV LQ WKH
oncology out patient clinic: How do they help patients with cancer 
understand and adapt to their illness and treatment plans? 
 
I am writing on behalf of a Research Nurse based at the (Identifying name omitted for 
thesis) and a team of colleagues from The University of Nottingham to ask you 
whether you would like to help us with a research study that is being carried out at the 
(Identifying name omitted) Hospital.  We are very interested in learning more about 
SHRSOH¶VH[SHULHQFHV ZKHQ WKH\DWWHQG WKH2QFRORJ\2XW 3DWLHQW &OLQLc, particularly 
during their consultations with their doctor.  We would like to know if we can improve 
the service we offer to our patients to make things easier for them. 
 
The enclosed information leaflet explains our study in more detail.  If you are 
interested in taking part, please complete the form enclosed with this letter and return 
it in the stamped addressed envelope provided.   The reply slip asks if we may pass 
your contact details to the researcher, Miss Lynn Furber.  Lynn is a research nurse in 
the oncology department but will not be involved in your care.   Lynn works one day a 
week in the oncology clinical trials department and four days a week as a 
postgraduate research student at the University of Nottingham. 
 
If you agree Lynn will contact you to discuss the study.  If you are interested in 
participating in the study, we would be grateful if you could let us know as soon as 
possible so that Lynn can be present when you first meet your doctor in the oncology 
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out patient clinic.  She will arrange a convenient time to talk to you about this study 
further and answer any questions you may have.  If you are happy to proceed Lynn 
will obtain your consent.  
 
I would like to thank you for taking the time to read this letter and hope to hear from 
you soon.  If you have any queries, please feel free to contact any of the team. 
 
Yours sincerely 
 
 
 
Professor (Identifying name omitted for thesis) 
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Appendix 7 
 
Patient Information Sheet 
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[Headed Paper] 
 
µ,QYHVWLJDWLQJLQWHUDFWLRQVIURPSDUWLFLSDQWSHUVSHFWLYHVLQWKHRQFRORJ\RXW
patient clinic: How do they help patients with cancer understand and adapt to 
WKHLULOOQHVVDQGWUHDWPHQWSODQV"¶ 
 
Participant Information Sheet 
(Patient) 
 
Introduction: 
This study is being carried out by researchers from the University of Nottingham and 
the oncology unit at (identifying name omitted for thesis). The study is designed to 
investigate the ways in which interactions in the oncology out patient clinic, particularly 
between doctors and patients, help people understand and adapt to their illness and 
treatments.  You are being invited to take part in this study.  Before you decide 
whether to take part it is important for you to understand why the research is being 
done and what it will involve.  Please take time to read the information carefully and 
discuss it with others if you wish.  Please ask if there is anything that is not clear or if 
you would like more information.  Take time to decide whether or not you wish to take 
part. 
 
What is the purpose of the study? 
We are looking at the ways in which interactions between doctors and patients 
influence peoples experience when they have a diagnosis of cancer.  In order to do 
this a researcher will want to talk to you about your thoughts regarding the 
consultation you had with your doctor. 
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Why have I been chosen? 
You have been chosen because you have recently been referred to the oncology out 
patient clinic at the (identifying name omitted for thesis) Hospital to see an Oncologist.  
We are looking for between 25-30 patients to take part in this study. 
 
Do I have to take part? 
You do not have to take part in this study.  If you choose to do so it is entirely 
voluntary.  Therefore, it is up to you to decide whether or not to take part.  If you do 
decide to take part you will be given this information sheet to keep.  You will be asked 
to sign a consent form at the beginning of the study and you will be given a copy of 
this to keep.  You will be free to withdraw from the study at any time without giving any 
reasons for your decision.  If you do provide a reason this will remain strictly 
confidential.  A decision to withdraw will not affect the standard of care you receive. 
 
What will happen if I take part? 
Each patient will be followed from referral to the Oncologist and onwards for up to 
twelve months.  The researcher will sit in on some of your consultations with your 
doctor to observe what happens.  She may make some notes during this time but will 
sit in the background of the room so as not to disturb you.  The consultation will be 
audiotape recorded.  If you would like a tape recording this can be arranged.  The 
researcher will also observe what happens to you outside of the consultation room in 
order to see how other members of the health care team, relatives and fellow patients 
interact with each other.  Following your consultation with your doctor you will be 
taken to a private room where the researcher will interview you.  This interview will be 
audiotape recorded.  This interview should take no longer than an hour. 
 
If for any reason it is not convenient for you to be interviewed on this day the 
researcher can make arrangements to interview you at a location and time convenient 
for you, for instance in your home. 
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If you are willing, we would also like you to keep a simple diary, to write down any 
thoughts you may have once away from the hospital.  This is because your thoughts 
PD\KDYHFKDQJHG<RXGRQ¶WKDYHWRNHHSDGLDU\LI\RXGRQRWZDQWWR,I\RXGR
decide to keep a diary tell the researcher and she will give you a diary sheet with 
some instructions explaining what she would like you to do.  If you do decide to keep 
a diary the researcher would like to collect them from you when she next sees you.  
The researcher can return your diaries to you at the end of the study if you would like 
to keep them or she can photocopy the diary for you throughout the study. 
 
What are the possible disadvantages and risks of taking part? 
There is a possibility that the interviews may touch on some upsetting topics, however 
the interviews will focus on your perspective of the interactions taking place between 
yourself and your doctor during your consultations.  However, you will not be under 
any pressure to talk about topics you prefer not to discuss.  If you feel you need some 
extra support, we can try and arrange this for you or contact your GP who can arrange 
some counselling. 
 
What are the possible benefits of taking part? 
We hope that the results of the study will contribute to an improvement in the service 
provided to patients in future. 
 
What if something goes wrong? 
 
If you are harmed by taking part in this research project, there are no special 
FRPSHQVDWLRQDUUDQJHPHQWV  ,I\RXDUHKDUPHGGXH WRVRPHRQH¶VQHJOLJHQFH WKHQ
you may have grounds for a legal action but you may have to pay for it.  Regardless of 
this, if you wish to complain, or have any concerns about any aspect of the way you 
have been approached or treated during the course of this study, the normal National 
Health Service complaints mechanisms would be available to you. 
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Will my taking part in this study be kept confidential? 
Any information or opinions you give during the discussion will be made anonymous.  
Tapes will only be listened to by the research team and will be stored in a locked filling 
cabinet in a locked office at the University of Nottingham.  The audiotapes will be 
destroyed once they have been transcribed. No information will be discussed with 
your doctor.  You will be assigned a code so that your name is not used at any time.  
Any distinguishing information will be edited from any written comments so that you 
cannot be identified in any way. 
 
What will happen to the results of the research study? 
The information gained in this study will be used to enhance good quality care for 
patients.  The results of the research will be made more widely available through 
journal publications and conference presentations.  Patients and doctors will not be 
identified in any report or publication.   
Who has reviewed the study? 
All research that involves NHS patients or staff, information from NHS medical records 
or uses NHS premises or facilities must be approved by an NHS Research Ethics 
Committee before it goes ahead.  Approval does not guarantee that you will not come 
to any harm if you take part.  However, approval means that the committee is satisfied 
that your rights will be respected, that any risks have been reduced to a minimum and 
balanced against possible benefits and that you have been given sufficient information 
on which to make an informed decision. 
 
Contact for further information 
Lynn Furber (Researcher) 
As I am based at University of Nottingham and (identifying name omitted for thesis) 
both addresses have been provided. 
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Room F, F floor 
Post Graduate School of Nursing 
University of Nottingham  
Queens Medical Centre 
Nottingham 
NG7 2HA 
Tel: [mobile phone number] 
E-Mail: ntxlf1@nottingham.ac.uk 
Or 
(identifying details omitted for thesis) 
 
Alternatively you may contact: 
 
Professor (identifying details omitted for thesis) 
 
 
Thank you for taking the time to read this information sheet. 
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Appendix 8 
 
Patient Consent Form 
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[Headed Paper] 
 
µInvestigating interactions from participant perspectives in the oncology out patient 
clinic: How do they help patients with cancer understand and adapt to illness and 
treatment plans? 
CONSENT FORM 
FOR PATIENTS 
 
Site:  (identifying details omitted for thesis) 
Lead Researcher: Lynn Furber 
 
This form should be read in conjunction with the Patient Information Sheet 
Leaflet, version 1 dated 01/02/06  
 
        Please Initial Box 
 
1. I agree to take part in the above study as described in the 
    Participant ,QIRUPDWLRQ6KHHWGDWHG«««««YHUVLRQ 
   «««««« 
 
2. I understand that I may withdraw from the study at any time  
   without justifying my decision and without affecting my 
   normal care and management.               
 
3.I understand that members of the research team may wish to  
   view relevant sections of my medical records, but all the  
   information will be treated as confidential. 
 
4. I have read the information leaflet on the above study and have  
   had the opportXQLW\WRGLVFXVVWKHGHWDLOVZLWK««««««« 
   and ask any questions.  The nature and purpose of the study has  
   been explained to me and I understand what will be required if I  
   take part in the study. 
 
5. I agree to have my interviews audiotape recorded 
 
 
6. I agree to have my consultation with my doctor audiotape recorded 
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7. I understand that the audiotapes will be destroyed once they have 
   been transcribed. 
 
 
8. I consent to participate in the study. 
 
 
 
 
 
 
----------------------------------  ------------------------------------- ----------- 
Patient name    Signature   Date 
 
 
 
I confirm I have explained the nature of the study, as detailed in the Participant 
Information Sheet, in terms, which in my judgement are suited to the understanding of 
the patient. 
 
 
----------------------------------  ------------------------------------- ----------- 
Investigators name   Signature   Date 
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Appendix 9 
 
Interview Guides 
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RESEARCH INTERVIEW GUIDE 
 
FIRST INTERVIEW 
 
(DOCTOR) 
 
As you know, this research project aims to explore your views about the interactions 
that take place in your oncology out patient clinic between yourself and your patient.  
Thank you for agreeing to take part in this work.  I am interested to know about you, 
your work and experience of caring for and communicating with individuals with 
cancer.  I hope that you will feel free to say exactly what you want to.  I am interested 
in your thoughts and views and whatever you tell me will be treated in the strictest of 
confidence.  (Interviewer to tell the doctor something about herself, background and 
interest in this area of enquiry, and ask permission to tape record the interview). 
 
To get us started I wonder if you would mind just saying a bit about yourself, telling 
me how you came to be working in oncology. 
 
Prompts: Why cancer care? 
  What attracted you into cancer care? 
  What are the good bits about your work and role? 
  What are the difficult bits about your work and role? 
 
What I would like to do now is focus on the part of your work around interacting with 
patients in the oncology out patient clinics. 
 
QUESTIONS PROMPTS 
 
STYLES OF COMMUNICATION 
 
 
x How would you best describe the style of 
communication you use with your patients? 
Paternalistic 
Patient centred 
Blunt/honest/truthful 
Do you change styles? 
What influences this? 
x Do the communication strategies you use with 
patients vary much between different patients? 
x If so how do you decide which strategy to use 
with each patient? 
 
  
x Have your strategies changed much over time 
as a result of say experience and/or training? 
x If so, how have they changed? 
 
Formal training or role 
models 
x Would you say that your approach to patient 
communication has been specifically 
influenced by any training that you have 
received? 
x Can you explain why this particular training has 
influenced you? 
x Have you experienced any scenarios with a 
patient when you thought that went well or that 
went badly, if so can you share your examples 
with me? 
  
 
 
  
x When you meet a patient for the first time in a 
new patient consultation do you plan 
 In terms of diagnosis and 
prognosis and treatment 
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beforehand what you will say to them? 
x When you have got to know a patient over time 
do you prepare any differently? 
 
options 
x Is there anything else you feel you would like to 
add ? 
 
 
 
Thank you for taking time out to let me interview you today. 
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CONSULTATION 
 
(PATIENT) 
 
As you can see from the information sheet, this research project aims to explore your 
views about the interactions that take place in your oncology out patient clinic 
between yourself and your doctor. Firstly can I thank you for agreeing to take part in 
this work, I appreciate you agreeing to me sitting in on your consultation with your 
doctor and for letting me ask you questions.  I am interested to know about you, your 
experience so far and how you feel you communicate with your doctor.  I hope that 
you will feel free to say exactly what you want to.  I am interested in your thoughts and 
views and whatever you tell me will be treated in the strictest confidence.  
 
As you are probably aware I am a nurse by background but for the purpose of this 
work I am a researcher.  Because of this I am unable to try and clarify things for you 
that have arisen during your visits with the doctor.  If you are unsure about anything at 
all then the doctors will be more than happy to answer any of your concerns.  You can 
contact their clinic co-ordinators or secretaries via the telephone number on your 
appointment card or hospital letter. 
 
(Interviewer to tell the patient something about herself, background and interest in this 
area of enquiry, and to ask for permission to tape record the interview). 
 
To get us started I wonder if you would mind just saying a bit about yourself, telling 
me about your experience so far, from when you were diagnosed with cancer. 
 
Prompts:  what happened to you? 
Have you any other experiences of seeing doctors, apart from your 
GP? 
  What happened on these visits? 
  What was good about your consultations with the doctor? 
What were the difficult bits about your consultations with the doctor? 
How has your experience to date affected how you feel when you are 
coming to see the  doctor? 
 
What I would like to do now is focus on your thoughts about your consultation with 
(Doctor name)   
 
   
QUESTION PROBE 
x How did you think the 
consultation with your doctor 
(name) went today? 
 
What happened? 
x Would you say this is what you 
were expecting or were you 
hoping for something else? 
 
Had you pre planned things in your own 
mind? 
 
x When you came to see the doctor 
did you have anything specific 
you wanted to ask or did you 
What do you think helped with this or 
what hindered this? 
Did the doctor understand your 
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have any particular needs you 
wanted to discuss? 
x If so do you think you had the 
opportunity to ask these 
questions or ask for help? 
 
concerns? 
x In your own words can you tell 
me what information you were 
given by the doctor or nurse in 
the clinic? 
x Did you understand what they 
were telling you? 
Why do you think this is? 
x How would you best describe the 
way in which the doctor told you 
this news or gave you this 
information? 
Caring/sensitive 
Honest/ truthful 
Can you think of anything specific you 
liked or disliked? 
x When the doctor was talking to 
you can you remember what you 
were thinking? 
what was going through your mind? 
Were you able to concentrate? 
Did you understand? 
x What do you think will happen 
now, in regards to your care, 
treatment? 
x What are you hoping for? 
 
x Is there anything else you would 
like to add about your 
experience? 
x  
 
 
Alternative prompts: 
Can you tell me a bit more about that? 
What do you mean by that? 
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RESEARCHERS INTERVIEW GUIDE 
 
Interview 2 onwards 
CONSULTATION 
 
(DOCTORS) 
 
Note: 
This is a preliminary guide with some general questions.  The format of this interview 
may change to correspond with the information provided by the doctor in the first 
interview, to clarify any views or actions. 
 
If the same doctor is conducting the consultation, I propose to start the interview by 
summarising what they have said in the first interview.  I will ask if they want to make 
any changes or add any comments.  I will then proceed to conduct the interview. 
 
As you know, this research project aims to explore your views about the interactions 
that take place in your oncology out patient clinic between yourself and your patient.  
Thank you for agreeing to take part in this work.  I am interested to know about you, 
your work and experience of caring for and communicating with individuals with 
cancer.  I hope that you will feel free to say exactly what you want to.  I am interested 
in your thoughts and views and whatever you tell me will be treated in the strictest of 
confidence.  (if applicable the interviewer will tell the doctor something about herself, 
background and interest in this area of enquiry, and to ask for permission to tape 
record the interview). 
 
I would like to start by focusing on your consultation with (patient name). Can you tell 
me what you thought about the consultation today, and what you hoped would happen 
before you saw (patient name). 
  
 
QUESTION PROMPTS 
x How would you best describe how your 
consultation went with (name) on (date) 
 
What happened? 
x Would you say that you had any pre-thought out 
plans for how you would conduct the 
consultation? 
x If so do you think you kept to this schedule or 
did it change? 
x Do you think they had any particular concerns 
or needs they wished to discuss with you? 
 
Why did it change? 
Would you have changed 
anything? 
x Did you know this patient beforehand? 
x If so what kind of relationship do you have with 
them? 
 
Informal 
Formal 
 
 
x Would you say that you had any specific 
information you wished to discuss with the 
Any results 
Treatment changes 
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patient? 
x If so did you achieve this? 
 
x Can you tell me what you told the patient? 
 
x How would you best describe how you 
communicated this information to the patient? 
 
Honest, truthful, blunt  
Patient centred  
paternalistic 
x If conveying significant news, how would you 
best describe how you feel? For example do 
you go away and worry or are you okay? 
 
 
x When you were talking to the patient do you 
think they understood what you were telling 
them? 
x Can you tell me a bit more about that? 
 
x When you were talking to the patient were you 
conscious at all of what the patient was 
thinking? 
x What do you think they were thinking? 
 
 
x Would you say you had any plans for the 
subsequent management of the patient (name) 
x If so have you discussed this with the patient 
(name) 
x  
 
x Is there anything else you would like to add? 
 
 
 
Alternative probes: 
 
Can you tell me a little more about that? 
What do you mean by that? 
Can you explain that a bit more for me please? 
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